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Original Articles 
PERSONAL EXPERIENCES CONCERN- 


ING THE OPERATION FOR 
SENILE CATARACT* 


Franx ALLport, M. D., 
CHICAGO. 


This paper is not intended to present any new 
facts concerning operations for senile cataract. 
I desire merely to outline my own personal views 
on the subject; to tell what methods I like best 
and what procedures have given the most satis- 
factory average results in my hands. I do this 
because the profession is somewhat at variance 
as to the best methods of operating and the long 
experience of any man of average ability, experi- 
ence and surgical skill must be of more or less 
value in its influence. It is only by the frank 
and honest exchange of personal views and the 
surrendering of desired and brilliant, but per- 
haps impracticable technique, that we will ever 
find our feet resting on solid ground and the 
cataract operation placed in a secured position, 
from whence it cannot be disturbed except by 
strong and indisputable evidence. 

The object of this paper is to narrate in a 
simple manner my own method of operating ; not 
that I consider it better than other methods, but 
it is merely the routine that I have found most 
satisfactory to me. Other operators have other 
methods that very likely are better than mine, 
methods that seem to suit their particular needs, 
and it would be a mistake for them to change 
unless they sincerely desire to do so. Neither 
shall I attempt to go into details concerning all 
the steps of the operation, as this would obviously 
be almost intrusive, as there are, of course, some 
things that everybody does—no matter what may 
be their practice in other respects. 

In the first place, I never operate upon more 
than one eye at a time. 


~ *Read befo the 68th Annual Mesting J. the Illinois State 
Medical Society, = Springfield, May 22, 





Patients should be twenty-four hours in the 
hospital before a cataract operation is performed. 
By so doing they become accustomed to their 
surroundings, are more quiet and will act better 
on the operating table. The bowels can be gently 
moved and a careful diet prescribed so that in- 
digestion will not be troublesome after the oper- 
ation. Besides this, the eye can be carefully pre- 
pared for the ordeal by being irrigated three 
times a day with a 1/10,000 bi-chlorid solution, 
followed by the use of White’s bi-chlorid oint- 
ment. An hour or so before the operation the 
pupil should be dilated with atropin and the 
lashes should be gently but firmly scrubbed with 
1/10,000 bi-chlorid solution and gauze, to get 
them as clean as possible. The entire face—eyes, 
brows, etc.—should be well cleaned, and after the 
patient is on the operating table the face should 
be again washed, the eye irrigated and the lashes 
and eyebrows gently scrubbed. 

It is better to operate on the bed where the 
person is to lie or perhaps in the same room 
or ward or, at least, to have the patient moved 
as little as possible after the operation. If the 
patient is moved from an operation room to a 
private room or ward, the moving should be done 
as quietly as possible and superintended by a 
reliable and conscientious person. The patient 
should not help himself at all. 

I always wear thin, tight-fitting, rough-sur- 
faced gloves. The operation is much safer and 
I can handle delicate instruments perfectly well 
with them on. 

Good illumination of the field of operation is 
essential to the best operating. I prefer a hand - 
electric light with condensor, and a glazed globe. 
Besides this—a trained assistant focuses accu- 
rately a large convex lens on the eye, between the 
hand light and the eye. 

My associate, Dr. James Smith, has devised 
what I consider to be the best light for a cataract 
operation that I have ever seen. 








He has merely taken a Ziegler hand lamp and 
fastened it fo an arm that projects out beyond 
the light. To this arm is attached a roundish 
concaved bifurcation, into which can be slipped 
any strength of convex glass to be found in a 
trial case. This glass slips in the bifurcation 
just as a glass is slipped into a trial frame. In 
this way a stronger or weaker glass can be in- 
serted and a corresponding focus of intense il- 
lumination thrown accurately upon the eye. 

I like the hand lamp much better than the sta- 
tionary lamp, as you can put it wherever you 
want it. This addition to the Ziegler light, de- 
vised by my associate, Dr. Smith, produces an 
idea] illumination for a cataract operation. 

These lights will be manufactured by F. A. 
Hardy & Co., Chicago. 

All water used for cleansing and irrigating 
should be warm. It should not -be dropped on 
the eye from a distance, as this startles the pa- 
tient and may make him jump, ‘which would be 
especially unfortunate after the eye has been 
opened by the incision, as under these circum- 
stances jumping and squeezing of the eye may 
be very unfortunate. 

The speculum should be introduced gently and 
the patient told what is being done. Be careful 
not to press on the arms of the speculum. 

Teach the attendants and the patient to keep 
quiet, and reassure the patient by a friendly 
word once in a while, telling him what is being 
done so he will not be taken by surprise. 

When the initial puncture of the incision is 
made, the handle should be elevated a little so 
that the knife does not pass between the corneal 
layers, but directly through them all. When the 
vounter puncture is made in the opposite side of 
the cornea, the handle should be somewhat de- 
pressed, as otherwise the knife is liable to pass 
too deeply into the eye and into the sclera. 

T use a solution of 1 per cent holocain with 4 
per cent cocain, and I always put a drop in the 
eye not operated on, as it induces more occular 
quietude. 

If a conjunctival flap is made, a few drops of 
adrenalin should be used, as otherwise consider- 
able hemorrhage will occur, which may flow into 
the anterior chamber and embarrass the operator 
ani lessen the chance of a successful result. A 
corjunctival flap lessens the chance of infection 
and hastens healing: 
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‘Before the iris is cut,.a drop of the jholocain 
and cocain solution may be dropped upon the in- 
cision, which will obtund sensibility. The pa- 
tient should be told that this step in the oper- 
ation may be a little painful, and he should be 
cautioned not to jump. Where it is possible, I 
very much prefer to make a preliminary. iridee- 
tomy. I am confident that this renders the cata- 
ract extraction much safer and surer. There are 
several reasons for this opinion. In the first 
place, the attack on the eye is divided into two 
parts: first, the iridectomy, and second, the re- 
moval of the lens. It is easier to recover from 
a thus divided assault than if both are done at 
the same time. Besides this, if the iridectomy is 
done separately, there is very little and some- 
times no hemorrhage when the lens is removed, 
which of course greatly facilitates the operation. 
Another important reason for a preliminary 
iridectomy is, that a patient, by having once gone 
through the iridectomy operation, always behaves 
better when the real cataract operation is per- 
formed. I might say at this juncture that I 
consider the cataract operation with an iridec- 
tomy a safer and surer operation than the oper- 
ation without an iridectomy and for this reason 
I always make an iridectomy. 

The iridectomy should be as small as possible 
and this can be done by holding the scissors ver- 
tically, instead of horizontally. 

After the iridectomy, I take out the speculum, 
as this renders the escape of vitreous much less 
likely to occur. I then pull up the upper lid with 
a strabismus hook and rupture the capsule with 
the cystotome, which should always be very sharp 
so that the capsule can be easily and accurately 
ruptured. The assistant pulls down the lower lid 
with his finger. In this way the eyelids are 
freely opened without pressure on the eyeballs. 
I then press upon the lower portion of the cornea 
with a spoon, to gently coax the lens. from its bed 
and at the same time I gently press upon and 
depress the posterior lip of the incision with an- 
other spoon in order to open the wound and en- 
courage the escape of the lens, which should al- 
ways be slowly and not suddenly delivered. 

For the last few months I have been using the 
lid elevators of my friend, Dr. W. A. Fisher, of 
Chicago, instead of a speculum, and wish to say 
that I regard them as infinitely superior to any 
speculum that has ever been devised for a cata- 
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ract operation.. An assistant inserts one elevator 
under the upper lid and another under the lower 
lid. The two elevators are then gently but firmly 
separated and raised, thus opening the palpebral 
space to its fullest capacity. This provides a 
wide operative space and at the same time main- 
tains a control over the lids, orbicularis muscle, 
ete., unobtainable in any other manner. The 
danger of winking, lid movements, etc., is thus 
eliminated and the operation, therefore, made 
just so-much safer. The assistant, while spread- 
ing the lids apart by the elevators, should at the 
same time lift the lids from the eye, thus pre- 
venting all pressure on the eyeball and very much 
lessening the liability of escaping vitreous. The 
freedom from this accident renders the expulsion 
of the lens much easier and safer. If the an- 
terior chamber is irrigated, it can be done with 
much greater assurance and safety than by any 
other method. I leave the elevators in until the 
end of the operation and then gently remove 
them. 

Great care should be taken that the upper lid 
and lashes do not pass into the corneal space 
made by the incision. This might produce in- 
In case the lens seems too large for the 
incision, its forcible exit should not be encour- 
aged, but the incision should be carefully en- 
larged by small, curved, round-pointed scissors. 

After the lens has been delivered and any re- 
maining lens substances gently stroked out (that 
can safely be delivered), I carefully wash out 
the anterior chamber with warm. sterile normal 
salt solution with a specially. devised irrigator, 
which I here exhibit. This consists of a rubber 
bulb, large enough to fit the hand. The rubber 
should be of the best quality—soft and pliable— 
and should not flake so that particles from its in- 
terior can be found inthe solution. Some years 
ago I devised this irrigator and had it made with 
a glass end, about the same shape as a strabismus 
hook, only flattened in ‘such a direction that the 
hand enclosing the rubber bulb could be at the 
side of the patient, instead of above the eye, 
which is always a constrained position from 
which to operate a bulb with a bent end. The 
glass end proved to be difficult. to make correctly 
and uniformly. Besides this, it broke easily and 
was a source of considerable annoyance. I, there- 
fore, had an end made of gold and since then 
have had no trouble with the irrigator. It is 
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made by F. A. Hardy & Co. of Chicago and is 
sold for $15.00. It is a perfectly satisfactory 
anterior chamber irrigator. Not much force 
should be used. Loss of vitreous should be borne 
in mind and air bubbles should be ejected from 
the irrigator before it is used. In an unmanage- 
able patient, I sometimes am afraid to use the 
irrigator, as a sudden upward turn of the eye, or 
a quick motion, might inflict irreparable damage. 
I prefer to leave some cortical substance and 
take care of it afterward by a needling or some 
similar operation, if it proves to be necessary. I 
take great care, however, to free the incision of 
all debris. The pillars of the coloboma should 
be carefully replaced by a spatula with stroking 
movements outside the cornea, if possible—inside 
the cornea, if necessary. The bi-chlorid and 
atropin ointment of Dr. White of Virginia is then 
placed inside the lids with a probe and a suitable 
dressing over both eyes is applied. An aluminum 
shield is also placed over the operated and 
slightly covered eye. In two or three days only 
the operated eye is protected. 

I give a chloral hydrate and bromide of potas- 
sium mixture at bed time for one or two nights 
to insure rest. 

I have the hands gently tied with a bandage 
cloth to the foot of the bed for a few nights, and 
if possible, secure the services of a day nurse and 
night nurse for nearly a week to constantly watch 
the patient and administer to his wishes. 

I usually secure immobility of the bowels for 
two or three days by giving a small hypodermic 
dose of morphin, I then give a mild laxafive. 

I trust I may be pardoned for dwelling upon 
these simple details of the management of cata- 
ract cases. It may be borne in mind, however, 
that such operations are essentially a chain of 
small, fussy details and that the operator who the 
most carefully observes details will, other things 
being equal, obtain the best results. I also re- 
quest that these fragmentary notes shall not be 
regarded as a description of the cataract oper- 
ation. They are merely intended to convey to 
your minds some of the details that J have found 
useful in my operative work. 

7 West Madison Street. 


DISCUSSION (Abstract) 


Dr. Ostrom (Rock Island) asked Dr. Allport 
whether he had gotten particles of White's bichlorid 
ointment in the ocular chamber afterwards causing 
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trouble. He had seen that twice, and with no ill re- 
sults whatever. 

Dr. W. Harry Wooprurr (Joliet) thought the suc- 
cess of the operation depends as much on the condition 
of the individual as it does upon the method of the 
operation. More attention to that phase of the ques- 
tion is given at the Eye and‘ Ear Infirmary than 
formerly. Infirmary patients particularly need the at- 
tention of the dentist and they are now getting that 
attention before cataract operation is done. 

He believes that the infections that occur following 
the cataract operation, though they may not be exactly 
metastatic infections, originate in the patient himself. 

On the question of illumination he hoped that the 
new institution will have daylight at least when it is 
possible, as he finds good daylight is better than 
any other light for the cataract operation. 

He thinks the various methods of holding the lids, 
and the use of the speculum are secondary to the ques- 
tion of anaesthesia; for if the patient doesn’t feel pain 
during the operation, he is not very apt to make any 
trouble. 

He emphasized the use of a protector for the eye, 
such as the papier mache’ mask, which has presented 
injuries from the patients’ hands. 

Dr. Tivnen thought that many details of the opera- 
tion could be profitably discussed but that the principal 
thing is to adopt a sensible, sane technique, to keep at 
that technique and have the proper sort of assistance 
to help you to carry it out successfully. He believes 
that eye men are a little lax in securing the proper 
sort of help in our hospitals. The interne service in 
most of our hospitals is so regulated that they change 
service just about the time you have trained an as- 
sistant to hold a speculum properly. The nursing sys- 
tem is just the same. You get one corps of nurses 
today and you perhaps get a new corps tomorrow. 

As to the lectures to the nurses, he suggested that 
any eye man who is on the staff of any hospital or 
who takes his cases to these hospitals should insist 
that he be given permission to lecture to the nurses 
on thisfeye work, and if possible, he should institute 
or create a surgical nurse who would assist him and 
be on his service. at least six months. The same way 
with the internes. 

He referred to Dr. Allport’s success, after many 
years effort, in getting an interne and a surgical nurse 
of his own at St, Luke’s. After many years at Mercy 
Hospital he also had his own interne, operating room 
and nurses. 

He never likes to operate on a patient who has not 
been in a hospital two or three days. During that 
period the staff endeavors to get the gastro-intestinal 
tract in condition, examines into the teeth, the tonsils, 
the sinuses and the nose; looks over the chest, the 
blood pressure, etc. Endeavors, in short, to answer 
the question: Is this patient a safe risk for this cata- 
ract extraction. 

Da. HorrMan believed that one thing that should be 
emphasized in these operations is the complications, 
particularly the complications after the operation, 
which he thinks will be taken care of in a great 
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measure by very few dressings, the first dressing not 
made until at least four days after the operation, and 
the second one four or five days after that. Also that 
looking after the local infections before the operation 
will do away with a great many of the after compli- 
cations such as glaucoma. 

Dr. Woops (La Salle), as interne under Dr. Beard 
and Dr. Dodd, put the patients on the table and in- 
structed them, giving them an opportunity to feel how 
the speculum or the retractor feels in their eye. Those 
patients that had that previous instruction very seldom 
gave any trouble on the table as to squeezing or other 
bad behavior. 

He also noted the necessity of taking cultures to 
determine the kind of bacteria in the eye. 

Dr. Fairn (Chicago) opposed having the patients 
in the hospital long enough to study their general con- 
ditions. He thought the complications that arise post- 
operative because of conditions existing within the 
patient himself are clearly metastatic. 

He suggested trimming the eyelashes to prevent 
would infection. 

He recommended the use of local anesthesia by sub- 
confinetival injections as an excellent way to get com- 
plete anesthesia, particularly in nervous patients. 

A man who is able to handle the complications as 
they arise, the presenting of vitreous, and the iris 
which seems to prolapse and remain prolapsed, hemor- 
rhage, etc., will find he has nothing to worry about. 

Dr. Attport: Dr. Ostrom asks concerning the 
bichlorid ointment getting into the anterior chamber. 
I am using this daily, have for years, and I have never 
seen this complication. I don’t say that it may not 
occur, but personally, I have never seen it. 

Dr. Faith speaks about trimming the lashes. Of 
course, we have all done that, I suppose. I have done 
it and abandoned it, simply because I thought my pa- 
tients didn’t get along as well. The stump of the 
lashes seemed to irritate them and caused a great 
many complaints, and so I gave it up. Of course, that 
is only my own experience, however. I don’t pretend 
to dictate to anybody how they shall do. My partner, 
Dr. Wood, always trims the lashes. He wouldn't 
operate on a cataract without it. I know that is the 
custom. I have tried it a good many times, and I 
personally have abandoned it. 

Dr. Faith speaks about the subconjunctival injection 
of cocaine. Of course, that does produce profound an- 
esthesia. As far as I am concerned, in my own hands, 
this has not proven to be necessary, and it is an extra 
added attack, to use a military expression, upon the 
eye which I would rather get along without. I think 
that a few doses of holocain and cocain solution pro- 
duce all the anesthesia that is necessary, in fact, ab- 
solute anesthesia in my hands. 

Dr. Hoffman does not like to open his eyes short of 
four days. That would not be my judgment—maybe 
it is on account of curiosity, being more or less of 
a curious individual, I like to see how things are get- 
ting along. But I must say, while I don’t believe in 
opening my cases on the very next day, I like to open 
my eyes within forty-eight hours after operation and 
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see how things are getting along. I have recently had 
a case of suppuration following a cataract extraction 
that freezes my blood even to think about. We all 
get infections once in a while, and I think that the 


only way that we are going to cope with this infec- ° 


tion, if it happens to occur, is to get there early in 
the game and begin work and endeavor to combat the 
infection. If you let four or five days elapse before 
you open your eye, why your chances are gone—that 
is all. At least, that is my judgment. 

With regard to these preliminary examinations, 
gentlemen, I simply say that I thought of that as some- 
thing that we all do. My cases and your cases, I am 
sure, are all gone over thoroughly before they are 
operated upon, with regard to their general condition, 
urine analysis, teeth, nose, throat, tonsils and lacrimal 
apparatus and I did not mention that in my paper on 
that account. 

I think Dr. Woodruff must have misunderstood me 
in my paper. He said that I afforded no protection 
over the eye after the operation. I think that if he 
will recall the paper, I said that I place an aluminum 
shield over the eye, besides tying the hands of the 
patient and getting a day and night nurse. 

Now, this operation is an operation of detail. There 
are a hundred details that you can’t bring out in a 
paper. I think that perhaps the most important detail 
is just exactly what Dr. Tivnen has brought out, and 
that is to operate under surroundings that are ‘con- 
ducive to success. I don’t see how men can get along 
in going from one hospital to another, for instance, 
and putting up with the various inconveniences of 
the various hospitals and the various internes and the 
various nurses. I don’t see how you can have any 
sense of security at all. I don’t see how you can 
have any sense of security even if you confine your- 
self to one hospital, unless you have some kind of an 
organization in that hospital by which you are rea- 
sonably certain that you are getting good service. 

I began years ago in St. Luke’s Hospital to build 
up a service, and I have written more or less upon 
the subject—some of you may have read something 
about it. But at all events, at the present time, after 
years of work, I have there now a ward of my own 
in which we have two day nurses and two night nurses. 
I have an eye and ear superintendent who has been 
with me seven years. She is one hundred per cent. 
perfect. We only change the eye and ear internes 
at St. Luke’s once in one year, and they get to be 
very, very valuable, of course. I couldn’t work under 
the various changes that I used to, wandering around 
from one ward to another, not knowing whether this 
solution was sterile, not knowing anything about these 
eye-droppers and that ointment, and passing from ward 
to ward, dependent upon these various ward nurses. 
I couldn’t do that. Life would be simply miserable 
to me. I must have system. I must have organiza- 
tion, and what I have been able to accomplish in St. 
Luke’s hospital by years of work, every one of you 
gentlemen present can accomplish in the hospitals in 
which you are working, if you will only just make up 
your minds that you will. I can assure you of one 


EDWARD F. GARRAGHAN 


thing, that if you will only get a systematic organiza- 
tion in the hospitals that you are working in and con- 
fine your work to one hospital, that then you will begin 
to live and to take life easy. 





STATUS—THYMUS—LYMPHATICUS* 
WITH REPORT OF CASE 


Epwarp F. Garracuan, A. M., M. D. 
CHtcaqo. 


The lymphatic state and especially the condi- 
tion of enlarged thymus gland has engaged the 
attention of scientific observers from the early 
days of the seventeenth century to the present 
time. Some of the earliest and most prominent 
pathological aftatomists recognized the enlarged 
thymus as a pathological anomaly and their in- 
vestigations together with those of the more re- 
cent school emphasize the importance of the sub- 
ject. Felix Plater in 1614; Richa in 1723; 
Bichat and Verdries in 1726 and Friedleben and 
others in the early part of the nineteenth cen- 
tury made special studies of this subject. 

Carl Rokitansky in his textbook (1842-46) un- 
der “Diseases of the Thymus Gland,” says: “Its 
abnormal enlargement is almost entirely re- 
stricted to children in whom we simultaneously 
observe a great predominance of the whole lym- 


_ phatic system, rachitis and hypertrophy of the 


brain.” In more recent years the Vienna School 
under the direction of A. Paltauf, has awakened 
interest in the subject of status lymphaticus 
both from a clinical and pathological standpoint. 


. Histery points to a long list of mysterious deaths, 


all of which were sudden and all of the subjects 
were found to possess an enlarged thymus gland. 
Sudden death during surgical narcosis either in 
complete or incomplete anesthesia and especially 
in such operations as tonsillectomy and aden- 
ectomy commands our attention. We must realize 
that the condition of status lymphaticus is a 
menace which must be reckoned with by every 
operator. Anesthesia seems to have been the ex- 
citing cause in a great many of these cases. In 
1895 Kundrat published ten cases of death under 
or immediately after anesthesia by chloroform or 
a mixture containing it, collected from post mor- 
tem records in Vienna. All of these cases on 
section presented marked characteristics of the 
lymphatic diathesis. According to Kundrat the 
mht 
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autopsies showed uniform results which were 
characterized by a thymus of greater or less size, 
an enlarged spleen, tumescence and hypertrophy 
of lymphatic glands in various regions, but es- 
pecially of the mesenteric retroperitoneal and cer- 
vical. 

There was also a noticeable prominence and 
multiplication of the ‘follicles at the base of the 
tongue and in the pharynx. There was enlarge- 
ment of the tonsils and swelling of the solitary 
follicles and Peyer’s patches in the intestines as 
well as a dilated heart, especially the right ven- 
tricle and extremely flaccid cardiac muscle. There 
were sometimes geen less constant features such 
as pallor of skin, enlargement of tongue and thy- 
roid, infantilism, edema of lungs and brain, fatty 
changes ‘in liver and alterations in bone marrow. 

According to Halsted—Kaliska states that for 
many years he performed about six autopses every 
year on persons dying from cardiac symptoms 
under chloroform and each one showed signs of 
status lymphaticus. In the children’s clinic at 
tetz, the records show that during the last twen- 
ty years in every chloroform fatality there was 
present lymphatic hyperplasia. It was stated by 
Elser, that when status lymphaticus was present, 
death under chloroform almost always occurs. 
According to Cocks where status lymphaticus is 
present, death may occur not only during or im- 
mediately after narcosis but as late as 24 hours 
after operation. 

L. M. Hurd reports the case of a Negro child 
2% years of age where death occurred twenty- 
five minutes after tonsil operation. A very large 
thymus gland was found at autopsy. William 
Wesley Carter of New York, reports the case of 
a child of five years of age who died suddenly 
three hours after a tonsil and adenoid operation. 
An expert anesthetist had been employed. There 
was very little bleeding during or after opera- 
tion. The autopsy showed thymus gland en- 
larged reaching over base of heart and blood 
vessels and weighing 214% gms. There was great 
enlargement of mesenteric glands and solitary 
lymph glands and retroperitoneal glands. Nu- 
merous other cases could be cited where the con- 
dition of status lymphaticus was the prime fac- 
tor in causing death during or after tonsil and 
adenoid operations. Curative sera of all kinds 
but especially salvarsan and diphtheria antitoxin 
are so much in use at the present time that it is 
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well to keep in mind the secret danger that at- 
tends their administration. 
I will refer briefly to the sudden death of the 


- young son of Prof. Langerhans, of Berlin, who 


died very suddenly soon after the injection of 
small doses of diphtheria antitoxin, used by his 
father for preventive purposes. At the time this 
case was very much discussed and several theo- 
ries were advanced to explain the accident, special 
stress being laid upon the possible toxic effect of 
the antitoxin. The post mortem examination re- 
vealed certain evidences of status lymphaticus 
such as general glandular enlargements so that 
such eminent pathologists as Palauf and Esche- 
rich, concluded that death should be attributed 
to the condition of status lymphaticus. 

Another case of more recent date is reported 
by Hassler in California State Journal of Medi- 
eine, May, 1917. This is of great interest and 
importance to those engaged in city health de- 
partments. The health department was called 
upon to administer a prophylactic dose of diph- 
theria antitoxin to a seven year old boy whose 
sister had been ill with diphtheria, and who had 
heen removed to the city isolation hospital. The 
department physican called and found an ap- 
parently normal healthy child. After the usual 
preparation ‘he injected subcutaneously 1000 
units of diphtheria antitoxin of a standard brand. 
As the child seemed to be all right the physician 
left the house ten minutes after the injection. 
Ten minutes later the child was suddenly seized 
with violent cramps, had great difficulty in 
breathing,’ and passed off in what the mother 
called “ a severe convulsion.” It might be well 
to note here that on the day previous the sister 
of this boy, who was the active case, had re- 
ceived intravenously 2000 units of the same an- 
titoxin and on the following day in the same 
manner an additional 1000 units, and made a 
eomplete recovery. At the post mortem examina- 
tion a diagnosis of status lymphaticus was made 
upon the pathological findings. A markedly en- 
larged thymus gland together with the general 
enlargement of the lymph glands of the body 
gave ample evidence of the cause of death. As 
a direct result of this fatal case the California 
health department. now requires: first, the writ- 
ten consent of parent or guardian to. administer 
antitoxin ;- second, the sanitary inspecter must 
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remain with the patient or the contacts not less 
than one hour after its administration. 

DeForrest, in the American Journal of Ob- 
stetrics, has recently reported the case of an in- 
fant dying half an hour after birth. An au- 
topsy showed a complete atelectasis of both lungs 
and the inflation of the same through a tube was 
impossible. A tracheal obstruction was fotnd 
to be present which was due to an enlarged thy- 
mus gland. The trachea was opened and found 
to be quite flat so that the anterior was com- 
pressed against the posterior wall. A canula was 
then passed below the obstruction and through it 
the lungs inflated without the slightest trouble. 
This proved that the atelectasis which existed was 
not due to lack of normal development of lung 
tissue but to the mechanical obstruction produced 
by compression of the trachea by an enlarged 
thymus gland. 

A recent case and one in which I was in- 
directly interested occurred in the practice of 
one of my colleagues. A girl of twelve and ap- 
parently normal was operated upon for a frontal 
sinus abscess.. The usual Killian incision had 
been made, pus had been evacuated through the 
opening, and the frontonasal duct was being ex- 
plored when the child suddenly died. Every 
known means was used to resuscitate but with- 
out avail. There seemed to be complete cardiac 
and respiratory paralysis. Ether anesthesia was 
administered by the hospital interne who seemed 
to use all necessary care. The post mortem ex- 
amination showed the brain and heart normal, 
but it also presented an enlarged thymus gland 
about the size of a man’s hand. 

The sad part of this subject and that which 
reflects most upon our scientific investigation is 
that the great majority of these cases have not 
been diagnosed except post mortem. Recent in- 
vestigations have brought to light many points in 
the physical findings of these subjects which 
have been hitherto unknown, and the Roentgen 
ray has opened up a new avenue of hope not only 
as a means of diagnosis, but in the nature of 
treatment and ultimate cure. What are the 
symptoms and signs that lead us to a correct 
diagnosis of enlarged thymus gland or the con- 
dition of status lymphaticus? The great majority 
of the cases are found in infants and children. 
Friedlander calls attention to some physical 
signs which are of the greatest importance. 
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There is a bulging mass detected in the jugu- 
lum and an enlargement of the area of normal 
thymic dullness on percussion. In a young child 
you will perceive a definite form of thymus dull- 
ness in the shape of an irregular triangle or trun- 
cated cone whose base is the sterno-clavicular 
junction and whose apex is the second rib. Later- 
ally the dullness extends but very slightly beyond 
the sternum. Dullness beyond the sternal mar- 
gin, especially dullness continuous with the area 
of heart dullness is always suggestive of thymus 
enlargement. 

Symptoms of suffocation are very common. 
There is dyspnea, which is continuous or remit- 
tent, while the attacks of suffocation are accom- 
panied by cyanosis and stridor. When the dyspnea 
is continuous the difficult respiration increases 
until the child develops a suffocative attack with 
intense cyanosis and death comes rather suddenly: 

In the intermittent form of dyspnea the child 
is quite normal for a long period when it is sud- 
denly seized with a suffocative attack accompa- 
nied by cyanosis and convulsive movements fol- 
lowed in a few moments by a return to normal 
state. These symptoms point to a stenosis of the 
air tract. 

There is an inspiratory and expiratory stridor 
or whistling respiration. The stridor is some- 
times congenital or it may develop soon after 
birth, and is subject to exacerbation on very 
slight provocation, such as screaming or crying 
or as the result of acute infection. There has 
also been noted in these subjects an inspiratory 
dilation of the nostrils, cyanosis and marked re- 
traction of the supra-clavicular infra-clavicular 
and intercostal spaces. D’oelsnitz emphasizes the 
unusual extent and intensity of dullness over the 
manubrium and to the left. It has also been 
observed that in the young adult males the hair 
on the head, the pubic and axillary hair are 
very dry, brittle and thin; while it is observed 
that the thighs and arms are rounded and plump, 
and in the male is seen the perineum of the fe- 
male type. 

The follicles at the base of the tongue are ab- 
normally large as well as the faucial and lingual 
tonsils. The presence of these symptoms either 
singly or in combination should make one sus- 
picious and lead to further observation. The 
x-ray should be our next step in the diagnosis. 
With the wonderful progress made by roentgenol- 
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ogists in the use of the rays we have not only a 
definite means of diagnosis, but also a thera- 
peutic agent of proved value in the treatment 
of enlarged thymus gland. 

Friedlander claims that the roentgen ray will 
give us positive evidence of an enlarged thymus 
gland. Children with enlarged thymus glands 
who were treated with the roentgen ray were 
cured of their symptoms and remained well, 
showing no further constitutional abnormality. 
In doubtful cases where symptoms of thymic asth- 
ma appear without clearly demonstrable physical 
signs, the roentgen rays treatment given as a 
therapeutic test will often clear up the diagnosis. 

Until very recently about the only treatment 
known to be of any value was thymectomy and 
according to the results summarized by Parker 
the operation is not a great success. According 
to the statistics of Parker, one of the advocates 
of thymectomy, of fifty patients operated upon, 
seventeen died, which gives a mortality of 33 1-3 
per cent. Gompared with this the roentgen ray 
seems to be absolutely safe and very efficacious. 
According to Friedlander in the Cincinnati se- 
ries of one hundred cases there were four deaths. 

The treatment is regulated according to the 
character of the case. The dose depends upon 
the severity of the symptoms. A single expo- 
sure is often sufficient in mild cases. Unless 
symptoms call for more frequency an interval of 
one week should elapse between treatments. How- 
ever, no untoward effects from the treatment have 
been observed in young children where the sec- 
ond exposure has been given on the second or 
third day. Improvement in the symptoms is 
usually noticed within twenty-four to forty-eight 
hours after treatment. 

In conclusion I would emphasize the danger 
of operating in this condition under general an- 
esthesia. It is possible to make a diagnosis of 
status lymphthicus from the physical findings of 
the patient. 

The presence of an enlarged thymus gland is 
made absolutely certain by the roentgen ray, and 
the therapeutic value of the x-ray in this con- 
dition has been demonstrated. 


DISCUSSION. 
(Abstract) 

DR. T. J. H. GORRELL: It is very important to 
members of this section to keep in mind a few of 
the symptoms of thymus lymphaticus, in order that 
some time in our practice we may save the life of 
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one of these patients. The history of dypsnea, 
choking spells and cough should make us consider 
the thymus. 

For operations like tonsillectomy, we do not usually 
put the patient in the hospital a few day for ob- 
servation. However, one of these patients might 
have a hypertrophied thymus and pass away with 
the first few whiffs of the anesthetic. This might 
not happen if we observed the appearance of the 
skin, which is a muddy yellow, an unhealthy fat, as 
if the tissues were water-logged. It would only take 
a few minutes to percuss the area over the thymus, 
and if we thought we observed a dullness, percuss 
the heart and see if it pushed downward and to the 
right or left. If so, auscultate the area of the 
thymus and if you get a blowing bronchial breathing, 
it is time to call off the operation and put the 
patient on the observation list. 

If the patient is under the anesthetic and there is 
trouble with the breathing and the usual methods 
of resuscitation have been tried, sit the child up, 
flex the head on the sternum and press your finger 
downward and inward in the episternal notch, with 
the idea in mind of giving more room in the upper 
opening of the thorax by returning the hypertro- 
phied thymus to the thoracic cavity, as it may have 
been pulled upward by the thyro-thymic ligament. 

The distance from the spinal column to the sternum 
is so small that if one would hyper extend the head 
of a child with an enlarged thymus, it would com- 
press the trachea, and some of the larger vessels 
like the common carotid and innominate. It would 
also put on the stretch the inferior laryngeal nerve. 
The pressure might cause dypsnea and cyanosis, and 
the pressure on the nerve result in coughing. 

If we should be so unfortunate as to lose a patient, 
using ether, consider hypertrophied thymus; if 
chloroform, consider ventricular fibrillation; if fol- 
lowing antitoxin, consider anaphylaxis as the cause 
of death. ‘ 

DR. POLLOCK: Our patients come in to have 
ths thymus removed because the child can’t breathe 
well. These children are too fat for their age, and 
have an enormous appetite. In every case before 
we operate we have an x-ray picture made for the 
thymus. In addition to that, we take a blood ex- 
amination which is very important and will show a 
large increase in the lymphocytes, sometimes fifty 
to sixty per cent. of lymphocytes. 

Death in these cases is not brought about by the 
pressure of the thymus as much as by a collapse of 
the heart, and that is due to the altered ductless 
gland secretion which stimulates the heart to do its 
work. 

In several cases the x-ray picture showed a shadow, 
and from one to three treatments were enough to 
reduce tht thymus gland so that it eventually disap- 
peared. , 

DR. EDMONDSON: According to the experi- 
ments that have been made upon animals by Eber- 
hard and other investigators it is the pituitary—not 
the thymus which is responsible for this. 
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You have referred to these fat babies; but you see 
adults in the same condition, people with slender 
arms and legs and heavy hips. Those conditions, ac- 
cording to these physiological experiments are largely 
due to the deficiency in the pituitary secretion. 

The giving of pituitrin internally or in hypodermic 
dose has cleared up many of these cases, according 
to Eberhard. The anesthesia areas in these cases of 
multiple sclerosis are due, he thinks, largely to the 
fact that you have inhibited the action of the pituitary 
body, and when that is accomplished, you have an- 
esthesia. It may be that your anesthetic has over- 
powered a deficient gland and your patient is dead. 

Dr. GaARRAGHAN: I thank the gentlemen very much 
for the discussion of this paper. In closing the dis- 
cussion I want to emphasize again the importance of 
the subject and the necessity of being always on our 
guard and ready to recognize the condition when it 
presents itself. 





FOCAL INFECTION IN RELATION 
DISEASES OF THE EYE.* 


Tuomas Faitu, M. D. 
CHICAGO. 


TO 


There is probably no subject in recent years 
that has attracted more widespread interest 
among the medical profession than the subject 
of focal infection, and the increasing recognition 
and study of the principles laid down by Rose- 
now and Billings, Poynton, Weil, Irons, LeCount 
and others, are bearing abundant fruit, not only 
in the better scientific study and understanding 
of frequently obscure points in the cause of gen- 
eral and local diseases, but also in the thera- 
peutic application of these principles and the 
consequent relief of patients suffering from many 
disorders. 

The more we study the relation of our special 
subject to general conditions and local condi- 
tions in other parts of the body the more we 
‘realize the necessity for a thorough general un- 
derstanding of physiology, pathology, bacteriol- 
ogy, and general diagnosis, and the more we 
feel that we are no longer ophthalmologists, but 
rather physicians and surgeons working in the 
special field of ophthalmology. 

The relation of eye diseases to focal infection 
is a very broad subject and one that can hardly 
be dealt with in a thorough and complete man- 
ner in the time allotted to a paper in this sec- 
tion. A brief general consideration of the sub- 
ject and a review of the opinions of some of the 
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current writers being about all that can be at- 
tempted at this time. 

Billings' states that infection of the teeth and 
jaws with the especial development of pyorrhea 
dentalis and alveolar abscess, infection of the 
faucial and naso-pharyngeal tonsils, and of the 
mastoid, the maxillary, and other accessory 
sinuses, are the most common forms of focal in- 
fection. He also lists chronic infection of the 
bronchi and bronchiectasis; chronic infection of 
the gastro-intestinal tract and auxiliary organs 
of digestion, including cholecystitis, appendi- 
citis, intestinal ulcers and intestinal stasis due to 
morbid anatomical conditions; chronic infection 
of the genito-urinary tract, including metritis, 
salpingitis, vesiculitis, prostatitis and pyelitis, as 
not infrequent sources, acting sometimes as the 
primary and sometimes as secondary foci from 
which infectious material is carried to other parts 
of the body; and he further calls attention to 
the fact that infected lymph nodes, which are 
secondary to some of the primary foci named, 
become additional depots of focal infection, per- 
sisting many times after the etiologic distal 
primary focus has been removed or has spon- 
taneously disappeared. 

The bacteria and toxic products from these 
various foci are usually disseminated through 
the blood stream; they are carried as ‘emboli to 
the smallest and often terminal vessels in the 
tissues where they lodge, and if virulent and in 
sufficient number, and if they have a specific 
elective affinity for these tissues they will excite 
characteristic reactions and morbid tissue 
changes; these tissue changes depending upon 
the type and virulence of the organisms as well 
as the character of the tissue involved. 

The specific tissue reaction according to Rose- 
now’ consists of a local inflammation with en- 
dothelial proliferation of the lining of the blood 
vessels, with or without thrombosis, hemorrhage 
into the immediate tissue, positive chemotaxis 
with resulting multiplication of the leukocytes 
and plasma cells in the infected area, or fibrino- 
plastic exudate with local connective tissue over- 
growth ; also the infectious micro-organisms may 
be carried by the lymph channels and nodes 
directly to the tissues affected, or, as previously 
mentioned, to the nodes which may become in- 
fected, and thus act as new depots for distribu- 
tion. Sometimes suppuration of the lymph nodes 
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occurs with infection of contiguous tissues, 
thrombophlebitis of a neighboring vessel and 
bacteriemia. At other times an infected lymph 
node may act as a barrier to dissemination by 
collecting the invading organisms in a tissue 
environment which renders them temporarily 
inactive. 

Endotoxins are carried by the blood stream in 
the same manner as the bacteria and produce 
tissue reactions of various grades, and in some 
instances appear to be the sole cause of the tissue 
changes, as search for bacteria in some of these 
conditions has been almost invariably unsuccess- 
ful. There is, however, a growing belief that the 
failure to find bacteria in these cases is not an 
absolute proof of their absence. 

Of course, it is to be remembered that cases 
in which enucleation of the eye is necessary are 
not common, and pathological proof often cannot 
be obtained in this field except in severe types 
of choroiditis, such as solitary tubercle of the 
choroid, tubercle of the iris, and the so-called 
metastatic panophthalmitis, in which conditions 
bacteria have been found in the tissues of the 
eye, or their presence has been proved by animal 
experiments and cultural methods. However, 
Hepburn’, Jackson* and many others believe that 
in’ most uveal inflammations (and this is the 
field that has been studied most carefully), it is 
probable that living bacteria reach the uveal 
tract, and by their presence and toxins, cause 
inflammation. 

We have all known for many years that tuber- 
cular and syphilitic eye lesions, with certain well 
defined exceptions, were not usually due to pri- 
mary infection, and that some of the cases of 
gonorrheal inflammation in the eye were un- 
doubtedly endogenous in origin; the etiologic 
factors having been carried usually from the site 
of primary infection to the organ of vision. 

The bacteria which are most commonly found 
in focal infections are the streptococcus-hemoly- 
ticus, viridans, mucosus and the pneumococcus 
which constitute the streptococcus, pneumococcus 
group, the gonococcus and the tubercle bacillus. 
Numerous other organisms may be concerned in 
various processes, but these are the most common. 

For many years ophthalmologists have been 
prone to credit many eye inflammations of ob- 
secure origin to what has been termed auto- 
intoxication of intestinal origin; and we were 
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not alone in this opinion, as the internist made 
quite as frequent use of the theory in connec- 
tion with supposed metabolic disturbances from 
this source. 

Billings® says there is doubtless some truth in 
the theory of intestinal infection, but he believes 
that the pathogenic micro-organisms in the in- 
testinal canal which remain there as infectious 
organisms gain entrance chiefly by swallowing 
infectious material from the mouth, throat and 
nose, and also through infected food and drink, 
especially milk, for milk is apt to contain strep- 
tococci which are virulent, or may become so. 
These pathogenic bacteria probably infect the 
lymph tissue of the intestine, or may pass into 
the lymph nodes of the mesentery and set up 
active or passive infection. A streptococcal in- 
fection from a focus in the head may hemato- 
genously cause appendicitis, cholecystitis, peptic 
ulcer and pancreatitis, and from these new foci 
further extension of the infection may occur 
through the lymph and blood: streams, again 
carrying the infection to some remote part of the 
body. . 

In view of these facts then it is undoubtedly 
a fair assumption that eye inflammations which 
originate in the intestinal tract are, in the ma- 
jority of instances, due to bacterial invasion of 
the structures of the gastro-intestinal tract. and 
its auxiliary organs, and not simply to the pres- 
ence and development of certain bacteria in the 
intestinal contents, and Morax*® reports a case 
in which iritis occurred as a complication of 
non-amebic dysentery. The iritis developed with 
symptoms of general infection of the eye after 
the acute stage of the dysentery had passed. 

The structures which most frequently suffer 
as a result of focal infection are those of the 
uveal tract; though the conjunctiva, cornea, 
sclera, retina and nerve may all be the site of 
disease of focal origin. 

The conjunctiva and lids have been attacked 
by tuberculosis in numerous instances, and it 
must be admitted that excepting the conjunctiva 
and lids very few cases of primary tuberculosis 
of the ocular structures have been recorded in 
the literature. 

Gonorrhea of the conjunctiva is usually due to 
the direct introduction of gonococci into the eye 
by the carelessness of the individual who is suf- 
fering from a specific urethritis, or it is due to 
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contact with gonorrheal discharges from the 
vagina during birth. There is, however, a type 
of gonorrheal conjunctivitis called metastatic 
gonorrheal conjunctivitis which is of endogenous 
origin, and which occurs in adults almost ex- 
clusively. It occurs occasionally with acute 
urethritis, coming on a number of days or weeks 
after the onset of the disease, and is not infre- 
quently associated with gonorrheal rheumatism 
and chronic urethritis. It is usually bilateral. 
It seems to be an infection of the gub-epithelial 
tissue of the conjunctiva, and is characterized by 
edematous swelling principally of the ocular con- 
junctiva with pain, sometimes quite severe, red- 
ness and lachrymation; or even thin watery 
discharge from the conjunctiva. No gonococci 
can be found in the conjunctival sac or in the 
discharge, and it has been assumed that it is due 
to the toxic products of the organisms. 

The so-called gout of the conjunctiva is un- 
doubtedly of endogenous origin and usually 
occurs during a so-called gouty disturbance in 
some of the joints, which joint affections may 
be secondary foci of infection, and which in turn 
may be due to some other remote focus. How- 
ever, when we have determined exactly what 
gout is, we may be able to determine the exact 
nature of these conditions. 

Herpes of the lids, conjunctiva and cornea 
and particularly the herpes zoster ophthalmicus, 
which for years has been known to be due to an 
inflammation of the trunk of the trigeminus, or 
to disease of the Gasserian ganglion, which was 
shown by Head and Campbell’, and which is 
identical with the changes found in the posterior 
root ganglions in zoster of the trunk and limbs, 
is unquestionably due to focal infection in some 
instances according to Rosenow*, who says that 
it has long been known that herpetic eruptions 
may be induced in animals, and that like lesions 
occur in man from injury or infection of the 
ganglia or the sensory root of the cranial or spinal 
nerves; that he has demonstrated that herpes 
zoster may be the result of specific infection of 
the ganglion of the posterior roots of the spinal 
nerves and the etiologic infectious micro-organ- 
isms have been isolated from infected tonsils and 
other foci. With these strains of isolated bacteria 
he has produced herpes zoster in intravenously 
injected animals, and the streptococci have been 
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recovered from the posterior root ganglia of the 
inoculated animals. 

The close relation between corneal herpes and 
Aieuropathic keratitis, which has been recognized 
for years, makes it extremely probable that this 
condition, when it is not due to operation or 
injury, is many times due to focal infection. 

We have all noticed a causative relationship 
between recurrent phlyctenule of the conjunctiva 
and cornea, and diseased tonsils and adenoids, 
and the prompt termination of an attack as well 
as the frequent cure of the disease after the 
removal of these structures in many cases has 
demonstrated to us that they have been, if not 
the source of infection, at least a strong con- 
tributor to the cause of the disease. 

1 am aware that phlyctenules have been pro- 
duced by the injection of dead tubercle bacilli 
into the blood stream (Bruns*), and they have 
also been produced by the injection of staphylo- 
cocci directly into the tissues; and Weeks’ states 
that the staphylococcus can always be cultivated 
from an unbroken phlyctenule; but, in the same 
manner as diseased tonsils may be the cause of 
acne according to Mosher and others, so may 
they be the cause of phlyctenules. 

Sclero-keratitis and anterior scleritis are both 
undoubtedly due to focal infection; sometimes 
the infection is tuberculous in nature, probably 
secondary to an old lung focus or bronchial gland 
involvement, and many times it is due to infec- 
tion in the nose, throat or mouth. The results 
obtained by tuberculin therapy and also by sur- 
gery of the nose, throat and mouth in removing 
the trouble, undoubtedly point to its origin. 

As I have previously mentioned, the uveal tract 
suffers more frequently from focal infection than 
any other part of the eye (and this is as we 
would expect it on account of the vascularity of 
this coat), and de Schweinitz™ in a paper before 
the Seventeenth International Medical Congress 
stated that, excluding the syphilitic, tuberculous 
and sympathetic varieties of chronic uveitis, he 
believed every other case to be of septic or toxic 
origin. He emphatically discredits the so-called 
gastrointestinal auto-intoxication in relation to 
these affections, and he believes that the depend- 
ence of uveitis upon gout is not so generally 
admitted as formerly, and that diabetes is only 
occasionally associated with the disease. 

Lang"? thinks that in most cases of uveitis it 
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is probable that the living bacteria reach the 
uveal tract and by their presence and toxins 
cause inflammation. He thinks that auto- 
intoxication should refer only to poisons formed 
during metabolism within the body. 

Jackson thinks that where the cause can be 
definitely recognized it is, in nearly all cases, 
found to be some definite infection, and he further 
recommends in every case of irido-cyclitis or 
choroiditis the thorough investigation of the 
patient not only for syphilis, tuberculosis and 
gonorrhea, but also the examination of the nose 
and accessory sinuses, the mouth, teeth and 
throat, as a routine procedure; and one might 
add that the work of Brown** and Irons has 
shown beyond doubt the prominent place which 
infections about the head occupy in the etiology 
of iritis, and Bell** and Ridley** have both shown 
how infection from bronchitis may cause the dis- 
ease; the latter having obtained pure cultures of 
pneumococeus from the blood. And Reber*’ re- 
ports iritis due to influenza, diagnosed by com- 
plement fixation and treated successfully by 
serobacterin, 

Brown and Irons have also shown in the sys- 
tematic study of 100 cases of iritis that there 
was frequently more than one source of infection 
in a given case; and that out of the entire num- 
ber of cases only one was classified “no cause 
found.” 

Sympathetic ophthalmia, proliferative uveitis, 
is undoubtedly an expression of either infection 
of the uvea with its characteristic changes, and 
the emigration of the infection from the exciter 
to the sympathizer by way of the blood stream, 
or it is an anaphylactic reaction brought about by 
infection and disease of the uvea of the injured 
eye. Dunn" describes it as an infective ophthal- 
mitis; and Gifford’® urges against anaphylaxis, 
but strongly for infection; while de Schweintz, 
Billings and others have shown that a focal infec- 
tion can and does cause anaphylaxis. Brown* 
evidently believes that foci of infection outside 
of the eye may have an important bearing on 
sympathetic ophthalmia, as he has seen marked 
improvement in sympathetic iridocyclitis follow- 
ing enucleation of the tonsils. 

Aside from syphilis and tuberculosis, as pre- 
viously mentioned, the choroid is affected by the 
so-called metastatic choroiditis, which has been 
observed in a great many eyes and has been 
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recognized for many years. It usually results 
from such diseases as cerebrospinal meningitis, 
puerperal fever, pyemia, pneumonia, influenza, 
erysipelas, malignant pustule, cholera, typhoid 
fever, and a number of other diseases, and as it 
frequently requires the removal of an eye, it has 
been studied bacteriologically and pathologically. 

Hepburn™ says that except in cases of injury 
all inflammations of the choroid are caused 
through the blood vessels ; these convey the micro- 
organisms and their toxins; the distribution end 
extent of the lesions depending upon the vessels 
of the layer in which lodgment occurs and the 
character of the organisms deposited in them; 
that if the inflammation is not too severe, these 
lesions run their course and undergo retrogressive 
changes, while the more violent inflammations 
pass on to panophthalmitis. 

This condition represents the type of infection 
in which there is always a more or less severe 
bacteremia present; the organisms circulating in 
the blood stream being of a virulent type; the 
pathological changes in the eye are always severe 
usually resulting in either complete loss of vision 
or destruction of the globe. 

Clegg** has observed a case of acute pneu- 
mococcal choroiditis from the very onset; with 
the subsequent development of panophthalmitis 
with cultural study and animal inoculation which 
supports Hepburn’s views completely. 

Goulden reports nine cases of disseminated 
choroiditis, of which one was due to septic teeth, 
and in four cases of a single patch of choroiditis 
all were due to septic teeth or diseased mucous 
membranes. He thinks most of the cases in 
which only a single spot or a few spots exist in the 
choroid are of this type; i. e., septic, and that 
the type of uveitis which consists of a solitary 
patch of exudation in the choroid, with vitreous 
opacities and keratitis punctata is always sec- 
ondary to a source of septic infection in some part 
of the body, and which source is usually a mucous 
membrane. He supports his opinions by bacterio- 
logic study of his cases, and the results of thera- 
peutic measures based upon these studies. 

Hepburn™, describing the same type of cho- 
roiditis, says: “An ill-defined whitish area in 
the choroid without any pigmentation is seen 
ophthalmoscopically if the examination is made 
early enough. Later on the increased vitreous 
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haze obscures the view, and the fundus is no 
longer visible unti] the acute stage has begun to 
subside. The appearance of keratitis punctata, 
which is almost always present, is coincident with 
the increase of vitreous opacity, which in severe 
cases finally obscures the fundus from view. 
After several weeks, or even months, the vitreous 
haze clears, and the choroidal scar shows with 
pigmented edges surrounding a white fibrous 
connective tissue patch, irregularly circular, with 
little or no pigment on its surface.” These cases 
Hepburn says are almost never of syphilitic 
origin, but always have a history pointing to 
some other mode of infection; e. g., disease of 
the respiratory tract, teeth, intestinal tract, and 
accessory organs of digestion, etc.; the prognosis 
being good if proper study of the case is made 
and proper therapeutic measures instituted. 
With the exception of injury and infection 
through the tract of the injury secondarily pro- 
ducing disease of the retina, most inflammations 
of the optic nerve and retina are endogenous in 
Thrombus and embolism; e. g., result- 
ing from disease of the vessel walls, or the heart 
lining interrupting the circulation, and resulting 
in secondary changes in the retina and nerve of 
a degenerative or inflammatory character, de- 
pending upon the nature and origin of the 
obstructive process. Among the causes which 
Weeks* recognizes as being responsible for venous 
stasis of the retina are syphilis, diabetes, trau- 
matism, the exanthematous fevers and sepsis, all 
causing disease of the vessel walls, either pre- 
ceded or followed by the formation of thrombus. 
Weare all more or less familiar with the 
neuro-retinitis of lues, which is characterized by 
disease of the retinal vessels and hemorrhage, and 
more recently Leber** has described a condition 
of miliary aneurysm of the retinal vessels oc- 
curring in young persons, and he mentions the 
fact that the disease may be tubercular. While 
Jackson”, in a paper on tuberculosis of the 
retina, after reviewing the opinions of a number 
of other writers and recording the histories of 
two cases treated with tuberculin, concludes with 
this statement: “In the well-recognized asso- 
ciation of intra-ocular hemorrhage and subse- 
quent connective tissue formation constituting 
retinitis proliferans, we have the same associa- 
tion of pathologic processes. The few cases which 
have been studied anatomically, the response of 
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a larger number of cases to the specific tuberculin 
test, and the relative recoveries that are now 
recorded to the credit of the recognized treatment 
for tuberculosis give sufficient basis for the view 
that tuberculosis of the retinal vessels is the 
essential nature of the clinical condition repre- 
sented by the above cases of recurring retinal 
hemorrhage in young persons followed by retini- 
tis proliferans.” That other organisms besides 
the spirocheta pallada and the tubercle bacillus 
are capable of lodging in the retina and causing 
local pathological changes in proportion to their 
characteristics cannot be denied as the terminal 
character of the arterial twigs in the retina would 
tend to favor the lodgment of bacterial emboli, 
and their further development would be unhin- 
dered. 

Luedde* thinks that intra-ocular tuberculosis 
is most frequently of nasal origin, and that both 
in the nerve and retina, and again in the choroid 
it is transmitted from the nasal sinuses and 
mucous membranes by way of the lymph spaces. 

Optic nerve lesions the result of disease of 
the accessory sinuses of the nose are quite numer- 
ous in the ‘literature, and the question as to 
whether the disease is conveyed from the various 
foci by the blood and lymph channels, or extends 
by contiguity of structures is one which is still 
debatable. Probably the most rational view is 
that some of the cases may be explained by one 
and some by the other route, and many by both 
routes; e. g., acute and chronic sinusitis may be 
the cause of infection of contiguous tissues in the 
orbit and through the lymphatic spaces of the 
optic nerve, which are brought into close ana- 
tomic relation, to the sphenoid and posterior 
ethmoidal sinuses in the canalis opticus. 

Beck” argues that any effect upon the ocular 
structures caused by chronic sinus disease is prob- 
ably due to the chronic engorgement of the blood 
vessels, which anastomose with those of the eye; 
and also by the pressure of the chronic over- 
grown tissue in the mucous membranes of the 
sinuses upon the nerves, which also communicate 
with the nerves of the eye ; and that by continuity 
of structure the inflammatory process can and 
does extend to the orbit and beyond it, causing 
pressure on and inflammation of the ocular struc- 
tures, which he thinks explains the existence of 
retrobulbar neuritis in some cases. And Stark** 
reports sudden blindness due to suppuration of 
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the accessory sinuses of the nose in three cases 
in which no fundus changes were visible, and 
which were relieved by providing adequate drain- 
age of the ethmoids. He also quotes from the 
literature of 88 reported cases, viz., the optic 
nerve was involved in fifty-two cases, nine of 
them being optic atrophy, forty-three optic 
neuritis, and five of the neuritis cases showed a 
choked disk. In the nine cases of optic atrophy, 
the seat of the trouble was maxillary sinus, one; 
ethmoid, three; ethmoid and sphenoid, two; not 
located, three. 

In the cases of optic neuritis the seat of 
trouble was maxillary sinus, three; maxillary 
ethmoid, one; maxillary ethmoid and sphenoid, 
two; ethmoid, eighteen; ethmoid and sphenoid, 
eight, and sphenoid, eight. Of the fifty-two cases 
the ethmoid was involved in thirty-three, show- 
ing the preponderance strongly in favor of the 
ethmoid cells in this trouble. 

In the study of this series of cases, exophthal- 
mus was present seventeen times. The external 
muscles were involved in eleven cases ; restriction 
of the visual fields was mentioned three times, 
all of them being cases of long standing and 
there were fourteen cases of scotoma, twelve of 
which were central. 

This author believes that all of the conditions 
enumerated can be ascribed to the same cause; 
one being simply a different degree of the other ; 
the primary stage being a slight involvement, the 
maximum stage represented sometimes by orbital 
abscess or direct infection. 

Brophy" also reports sudden loss of vision 
with peripheral contraction of the field, and also 
scotoma followed by relief of symptoms after 
operation of sphenoid and ethmoid. 

According to Billings**, acute pancreatis when 
of mild degree is not infrequently the forerunner 
of chronic degenerative changes in the pancreas, 
which in turn may cause diabetes mellitus; and 
we are all familiar with the lesions of the nerve 
and retina in this disease. This author also re- 
lates the history of a case of spinal insular 
sclerosis of three years’ standing in which the 
patient had suffered from chronic tonsillitis for 
years. The tonsils were enucleated and cultures 
of streptococcus viridans were obtained. The in- 
trevenous injections of these strains into two 
dogs produced ataxic gait and loss of power in 
all four extremities; post mortem focal hemor- 
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rhages in the spinal cord were found in both dogs, 
and from the focal softened areas of the spinal 
cord a like strain of streptococci were discovered. 

The infectious etiology of focal hemorrhage 
and softening in the cerebro-spinal axis he says 
is an established fact, and in view of this experi- 
ment he recognizes the etiologic possibility of the 
disease being caused by a focus of infection ; the 
eye manifestations of which are nystagmus, 
palsies of the external ocular muscles, retro- 
bulbar neuritis with central or peripheral sco- 
toma, optic neuritis, and either primary or 
secondary optic atrophy, which, according to some 
authors, is never complete. (Posey** and 
Spiller.) 

I have intentionally omitted the consideration 
of the numerous eye symptoms of hyperthyroid- 
ism and the asthenopias which are claimed to be 
due to focal infection as they are functional 
rather than organic in their nature. 

In concluding I wish to summarize the fol- 
lowing points: 

1. Focal infections are a very prevalent cause 
of eye disease. 

2. The focus of infection is usually a chronic 
one, and is often in a quiescent state in so far 
as subjective symptoms are concerned on account 
of the low virulence of the infecting organisms. 

3. More than one focus may have an etiologic 
bearing on a given condition at the same time. 

4. The most common locations of the dis- 
turbing foci are in the head, viz., the nose and 
its accessory air spaces, the mouth, teeth and 
throat, the middle ear and mastoid; though foci 
may be found in other parts of the body, particu- 
larly in connection with the mucous membranes. 

5. The most common types of infection are 
the streptococcus-pneumococcus group, the tu- 
bercle bacillus, and the gonococcus. 

6. The structures of the eye most frequently 
affected are those of the uveal tract. 

%. While removal of local foci and relief from 
symptoms is often a proof of the causative ele- 
ment, inability to find such a focus does not prove 
its non-existence. 
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DISCUSSION 


Dr. Hoffman: A. few years ago when there was 
a case of iritis, iridocyclitis or trachoma, particu- 
larly iritis and iridocylitis, we thought first of 
syphilis or rheumatism, because rheumatism cov- 
ered a multitude of sins. We looked for nephritis 
and possibly got back to the alimentary tract. Do- 
ing all we could for these conditions to find out 
where the cause lay, and it being negative, the pa- 
tient got mixed treatment. Sometimes he went 
along for weeks or months and finally got well, 
maybe from the treatments and maybe from the 
time. But now we must go into the thing deeply, 
find out where the focus of the infection lies and 
look after that end of it. 

Dr.. Small: Apropos of this subject, I saw a 
statement two weeks ago from a French ophthal- 
mologist that was absolutely astounding to me. 
He said that practically all cases of retrobulbar 
neuritis were caused primarily by infection about 
the roots of the upper molars. 

Dr. Faith: I think that the one thing that we 
will have to look out for is to be careful not to 
go too far in this proposition. I had a very in- 
teresting experience some time ago. A woman who 
had suffered for two years with a cyst in the iris 
wanted to take out her tonsils and another wanted 
to do some operation on her nose, and another 
diagnosed intestinal disturbance of some kind. I 
did an iridectomy and the woman got well. It 
was just as plain as anything could possibly be. 
I couldn’t understand the excuse for not being 
able to make that diagnosis. It was very plainly 
to be seen within the pupilary space as soon as 
you got into the pupil. It certainly shows that we 
have got to work together and in teams in order 
to find out what is the matter with our patients 
many times; unless we can definitely put our fin- 
ger on a typical history of ‘ues or an injury from 
the outside, we can’t dismiss the case any more 
with a diagnosis of corneitis or iritis and let 
them go. 


SOME EYE INJURIES THAT CAN 
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BE 
PREVENTED.* 


Witus 0. Nance, M. D. 
CHICAGO. 


There has been no period in our country’s 
existence when so much has been accomplished 
along intelligent lines in public health work and 
the prevention of disease as during the past 
decade. Governmental agencies, state and mu- 
nicipal, as a rule are actively and conscientiously 
following the lead of the national public health 
service in an earnest effort to improve the health 
conditions of our various communities and to 
carry the propaganda of health conservation to 
the people themselves. To say that these efforts 
have met with marvelous success is known to 
everyone who has interested himself in observing 
what was accomplished in the Panama zone and 
what is occurring today in the national army. 

Not only has the subject of disease prevention 
met with such gratifying results from the Fed- 
eral government, but great strides are being made 
along the same lines not only in our own state 
but in many of the municipalities throughout the 
commonwealth. Exhaustive campaigns of educa- 
tion have worked wonders in disease prevention 
among the people. 

Governmental officers have been loyally sup- 
ported by private organizations in some instances, 
all working in the same common cause. The 
medical profession has by no means been apathetic 
—in fact, it has usually led the movements in 
community improvement. Employers of labor 
have well recognized the importance’of good san- 
itation among their employes and their families 
and the economic phases of the situation have 
likewise appealed to their activities. 

The foregoing all applies with equal force to 
the prevention of injuries. Educational propa- 
ganda, intelligent legislation and enforcement of 
laws and a careful supervisory control over chil- 
dren and employes will yet further reduce the 
number of accidents. 

The prevention of eye injuries has been given 
a great deal of attention and thought during the 
past decade and eye surgeons who were in active 
practice ten years ago and are now will testify to 
the proportionately fewer number of injuries 
especially of certain varieties. As an example, I 

*Read before the’ Section on E A Ear, Nose aad J Throat at 


the 68th Annual Meeting of the Illinois State M edical Society, 
at Springfield, May 22, 1918, 





200 


have for many years attended to the eye cases for 
one of the large railroads. When I first assumed 
the work for this company, injuries of the eye 
from broken locomotive water gauges were not 
particularly uncommon, but since the company 
has installed protective appliances these accidents 
rarely occur and I have not seen one of these 
cases for two or three years. To Dr. J. A. Den- 
ney, Medical Director of the Burlington Railroad, 
much credit is due for pioneer work along this 
line. His investigations and experiments per- 
fected a protector which was adopted by his com- 
pany, and is in use by all of the larger and more 
progressive railroad corporations today. Its em- 
ployment has been the means of preventing many 
accidents and the saving of eyes which otherwise 
would have been lost. 

Of course we all know that with even the best 
care and attention there are and always will be 
many eye accidents that are unavoidable. ‘Let 
us direct our attention to some of those injuries 
that can be prevented. So-called harmless toys 
in the hands of children have been responsible 
for the loss of many eyes, as every experienced 
ophthalmologist can testify. The air rifle, so 
popular to the average male juvenile, has been 
instrumental in destroying the sight of many an 
eye. Why intelligent and careful parents will 
low their children to play with so dangerous a 
toy is beyond my comprehension. It is probable 
that because the impact of the bullet shot from 
this gun is not sufficient to seriously injure when 
received on.most parts of the body may be the 
reason for its presumable “harmlessness.” The 
tale or gift of air guns should be absolutely pro- 
hivited by law. In Chicago I am glad to report 
that during the past year we succeeded in having 
such a law passed. Since its adoption I have not 
seen a case of ocular injury from this cause. The 
law should be made applicable throughout the 
state—in fact, it should apply to the country 
generally. Even the use of the so-called “pop- 
gun” should be surrounded by parental restric- 
tions. I well recollect the case of a nine-year-old 
boy seen in consultation, who, tired of the sensa- 
tion of expelling a cork from a small wooden pop- 
gun, loaded it with a 10-penny steel nail instead 
or.d as a result lost his eye. Incidentally a sym- 
}. thetic ophthalmitis occurred and it was only by 
the most heroic and painstaking treatment that 
the bey was saved from absolute blindness, 
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Scissors in the hands of children constitute an 
instrument of danger as every experienced oculist 
knows. During a service of many years at the 
Illinois Eye and Ear Infirmary I had several 
cases under my care of severe injury of the eye 
resulting from the careless handling of scissors 
by children. Children will continue to delight 
in cutting out pictures, making paper dolls and 
the like, but their parents should be taught the 
dangers of sharp pointed scissors and urged to 
substitute the curved pointed variety.. Oculists 
who well understand the dangers of air guns and 
scissors in children’s hands, physicians generally, 
health officers and organizations formed for the 
prevention of blindness, should make it a point 
to give more general publicity to this danger. 
These injuries are absolutely unnecessary and 
can Le entirely prevented with proper care. The 
same caution might also apply with equal force 
to the employment of pocket knives, forks and 
other sharp pointed instruments by children. 

I have had a few cases of ocular injury by hat 


" pins worn in such a way as to protrude from the 


brim of the hat and the point enter the eye of 
the innocent bystander in crowded places. It 
is hoped that the present scarcity of steel will 
prevent manufacturers from making these in- 
struments so long as to be a menace to the eyes 
of the community when worn by thoughtless or 
careless maidens, old and young. 

Injuries to the eye from broken spectacle lenses 
can be largely prevented by the wearing of 
rimmed glasses. While these injuries are ex- 
ceedingly rare, yet they do occur. At the Febru- 
ary meeting of the Chicago Ophthalmological So- 
ciety I presented a case of this kind. In looking 
up the literature I find that in practically all of 
the cases reported the patients were wearing 
rimless glasses when injured. _ 

Explosive golf ball injuries of the eye are not 
occurring with great frequency, at least in my 
experience. Several years ago I had two such 
cases under my care, one of which was of suf- 
ficient severity to necessitate enucleation. Some 
medical organizations, including the Chicago 
Ophthalmological Society, at that time adopted 
resolutions protesting against the manufacture of 
the so-called liquid core golf ball, but whether 
the manufacturers of the particular kind of ball 
responsible for the cases of injury have altered 
the process of manufacture to make them now 
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safe or whether the inquisitiveness of present- 
day youth has deteriorated, I am unable to con- 
jecture. Suffice it to say, these injuries are for- 
tunately becoming very rare. 

Preventable eye injuries of an industrial na- 
ture have received much consideration of recent 
years and, as a result, the number of cases of 
blindness resulting from the so-called dangerous 
trades is diminishing. And yet industrial eye 
injuries still occur on a rather large scale in 
the aggregate. The last annual report of the 
National Committee for the Prevention of Blind- 
ness states that in Pennsylvania during the year 
1916 there were 251,438 accidents reported. Of 
this number 20,665 were eye accidents. The 
total number of eyes lost was 332, and the total 
amount of compensation paid or payable for the 
loss of eyes or injuries to the eyes was $268,889. 
Just how many of these accidents could have 
been prevented is, of course, difficult to say. With 
the best of phophylactic measures some industrial 
accidents will, of course, occur. To illustrate. 


however, what can be done along the line of in- 
dustrial eye accident prevention, it may be per- 
tinent to mention that one large steel company 


has reduced the number of eye accidents in its 
plants 75 per cent in two years by the use of 
protective goggles. 

Many of the industrial eye accidents occur in 
the iron and steel industries, in connection with 
the butchering and packing business and in the 
building trades. Agricultural and mining pur- 
suits also claim a fair proportion of accidents. 

The wearing of protective goggles will largely 
reduce the number of accidents, as has been 
shown in the instance cited above. Employers 
as a rule have been generous in furnishing their 
employes with these protectors, but much trouble 
has been experienced in inducing the men to 
wear,them. There are perhaps two reasons why 
this is so. In the one instance, the goggles have 
been uncomfortable to wear, not fitting the face 
and the other, objection is made that the glass in 
the frames soon becomes scratched, pitted and 
obscured. These objections can almost entirely 
be overcome by a little attention in providing 
comfortable frames and by the occasional re- 
newal of the lenses. Care should also be taken to 
see that there is a free play of air so that mois- 
ture does not condense on the lenses. Where 
acute vision is not essentially required, gauze 
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screen protectors may be employed. The mesh 
of these protectors should be at least 32 to the 
inch. The employer who is the most successful 
in inducing and requiring his employes to wear 
protective goggles while at their work will have 
the smallest number of accidents in his plant. 

Some eye accidents result from the chipping 
of fragments of steel from tools. In a fair pro- 
portion of cases, the tool is made from an in- 
ferior quality of steel; those that are most apt 
to readily chip are made from a low carbon va- 
riety. By the use of tools of the best quality of 
steel and an occasional inspection of them to see 
that they are in good repair, many accidents of 
this nature can be avoided. 

Considerable progress has been made in the 
prevention of eye injuries by the use of the 
pneumatic fan, primarily intended to prevent 
the inhalation of dust from grinding wheels by 
workmen. By drawing into it particles of stone 
and metal which might otherwise strike the eye, 
the fan has accomplished some gratifying results 
in affording protection to the eyes. 

Many plant foremen have reduced the number 
of eye injuries by arranging the workmen in 
such a way as to prevent chipping against one 
another or other employes whose duties require 
them to pass by. Chipping against walls or the 
installation of canvas screens between workmen 
have minimized the number of accidents. The 
workmen should not be placed so near a wall that 
the chips strike the wall and glance back. This 
can be avoided by maintaining a position a little 
distance from the wall. 

With every care and protection possible every- 
one knows that there are some unavoidable acci- 
dents which will involve the eye, but that much 
can be done in the way of prevention is admitted 
by all. 

In this brief paper I have endeavored to call 
attention to some of the injuries that can be pre- 
vented and to offer some suggestions for their 
prevention. A close co-operation between em- 
ployers of labor, the employes, government agen- 
cies and the medical profession will assist in 
this movement so fraught with economy and 
genuine humanity. Further extension of the edu- 
cational propaganda making prominent the im- 
portance of ocular protection and the seriousness 
of even slight injuries of the eve when infected 





202 ILLINOIS MEDICAL JOURNAL 


will do much to minimize the number of ocular 
injuries. 
DISCUSSION 
( Abstract) 


Dr. EpmMonpson (Mt. Vernon) noted the many eye 
accidents that occur in the coal mines of Southern 
Illinois which are treated by local physician at the 
place of accident two or three days or a week later 
coming for consultation with slight corneal ulcers 
which produce blindness because of neglect or poor 
treatment. He suggested that the Ophthalmological 
Section should find some means to firmly impress upon 
surgeons doing work for organizations of this kind 
to give first aid and have the case sent to a skilled 
oculist. 

A year or two ago he gave some lectures for the 
Committee on Conservation of Vision of the A. M. A. 
in Southern Illinois, and I took occasion, with some 
lantern slides, to impress this fact upon the commun- 
ities. 

Dr. H. H. Brown (Chicago) advocated instruction 
on the prevention of eye injuries and eye sicknesses 
of various kinds by a proper propaganda in the school 
system. 

If the school physician or teacher were properly 
instructed to acquaint the little child in the school 
with the nature and the necessary care of an eye, the 
child would lose its terror and develop greater in- 
dividual protection to itself and to others suffering 
from slight injuries. 

Large organization and business houses should be 
instructed, if not by law, with sufficient emphasis 
otherwise, that they hold a responsible position toward 
the welfare of the workman’s eye. 

He believes the great hazards coming to the human 
eye, the large per cent. of injuries and destructions 
resulting, as recorded, grow less and less all the time; 
but they would be infinitely diminished if a more per- 
fect system were inaugurated first in the schoolroom 
and, secondly, in the workshop. 

Dr. Asay said that one of his boys, at the age of 
about ten years, was shot with an air rifle, a BB bullet 
entering the region of the eyeball and lodging under 
the skin of the brow, for about two years and a half, 
when he extracted it.. This boy claimed that he had 
had no accident at all apparently knew nothing about 
the circumstances of the case. 

Dr. T. WuHirterrecp SmitH (Bloomington) noted the 
importance of caring for the trivial things which, 
if not properly taken care of, may amount to a good 
deal. As, for example, a core seen in consultation: 
History of lesion which became infected; patient de- 
veloped a meningitis with delirium and died. 

Tue CHAIRMAN: It seems to me that every toy 
that has come into my home recently has a sharp edge 
on it, and we certainly ought to get after these toy 
manufacturers. 

.Another matter I want to speak of is educating the 
general practitioner. I live in a town where we have a 
great many cases on account of eye injury, and we 
don’t see these injuries for about a week after they 
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occur. All the time is lost in which something might 
have been done, and I think we should impress upon 
the men of the profession the necessity of early atten- 
tion to eye injuries. 





THE TREATMENT OF INTRANASAL AND 
ACCESSORY SINUS DISEASES* 


Orro J. Sremn, M. D., 
CHICAGO. 


In order to attain the maximum results from 
any form of local treatment consideration should 
always be given to the general physical condition 
Occupation as 
well as habits and the conditions under which 
these take place are big factors in the production 
and the cause of the continuation of nasal symp- 
toms. These must be recognized and corrected. 
Such symptoms as hyperacidity, acidosis, indican 
excess, constipation, diarrhea, foul breath, eructa- 
tions, glycosuria, albumen, anemia, chlorosis, 
jaundice, menstrual disorders, persistent fevers, 
intermittent pains and many others must be 
reckoned with as helping to point out the way to 
relieve the nasal manifestations. The dyspnea 
present in polyp and sinus cases is also com- 
plained of in renal and cardiac diseases. I have 
repeatedly seen nasal symptoms of long standing 
disappear after recognizing the presence of dis- 
eased tonsils and removing them. Also after 
correcting some existing stomach or intestinal 
abnormality. We all are fully informed with the 
knowledge that systemic diseases like typhoid, 
spyhilis and tuberculosis give rise to nasal symp- 
toms, but still some of us are apt to overlook 
this fact and neglect to treat the case with this 
in view. 

The limited time available for the presentation 
of this subject will necessitate my centering all 
further arguments on the local treatment. What- 
ever form of local treatment is employed it 
should place the nose and its accessories in as 
nearly a normally ideal condition as_ possible. 
This appertains both to structural relationship 
and integrity of soft tissue. Such a nose I look 
upon as having a relatively straight and thin 
septum, free from ridges and spurs that occlude 
and produce pressure; turbinates hanging free, 
that is to say not in contact with the septum or 
the outer wall of nasal cavity or the neighboring 
turbinates, also not enlarged, obstructing or dis- 
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eased; ostei unobstructed; sinuses clean and 
clear, and a soft tissue over all that contains the 
requisite kind of nerves, blood vessels and lymph 
system to carry on its physiological requirements. 
This is often possible to do and at time impos- 
sible. 

It is comparatively easy for some operators to 
remove a part or even all of the interior of a 
nose but a difficult matter to do so and leave it 
in a condition of physiological effectiveness. The 
healed areas‘ seldom offer a surface satisfactory 
to these requirements. 

Much has been written and said about the “in- 
dications” for operative interference, and every 
degree of obstruction, redundancy and irregular- 
ity as well as every variety of pathology have 
come up for “honorable mention” and “among 
those present.” Many an operator has in mind 
only the “drainage and ventilation” idea to the 
exclusion of a normal lining membrane and by 
his operative propensities substitutes new symp- 
toms for the ones complained of first. Whereas 
the patient before his operations (and it is the 
plural in many cases) complain of pain, nasal 
obstruction or hypersecretion, he now has ex- 
cessively dry nostrils, large slugs, fetor, epistaxis, 
anosmia, pharyngitis sicca, cough, aphonia, im- 
paired speech and hearing. The pathology pres- 
ent before such an operation in an exceptional 
case may warrant even such results, but there is 
no argument that will satisfactorily excuse the 
occasion of such a train of symptoms when other 
methods could have been instituted with all rea- 
sonable relief. 

Among such other methods I place the suction 
treatment in the foreground. By its aid one can 
successfully drain out secretions from the sinus 
and eustachian tube creating a drainage and 
ventilation that will relieve pain and retention 
and thereby prevent complications arising, and 
at times obviating the necessity for operation. I 
use this form of treatment very much and be- 
lieve it is based upon more rational principles 
than that of probing and irrigating. It is my 
belief that the often repeated irrigations of nasal 
sinus as well as the ear is fraught with great 
injury. From such use infected material may be 
forced into neighboring parts or the membrane 
become devitalized or exuberant granulations 
form. It is entirely correct to enlarge the ostium 
or make a counter opening when necessary to 





OTTO J. 








STEIN 203 








allow heavy inspissated secretions or masses of 
cholesteatoma, polypi, ete., to escape, but once 
thoroughly rid of these irrigations may be dis- 
pensed with and a suction procedure employed to 
cleanse the surface membrane for the reception 
of the medicament selected for topical applica- 
tion. 

When spray or irrigation fluids are used they 
should be mildly alkaline and used warm, avoid- 
ing all liquid that causes pain or irritation, like 
smarting, sneezing, lacrymation and a feeling of 
tension across the bridge of the nose and brow; 
with the exception where a highly stimulating 
effect is desired as in the treatment of atrophic 
rhinitis. My choice for many years has been a 
solution containing sodium bicarbonate and bi- 
borate, two and one-half grains of each in glycer- 
ine, twenty drops, and water, one ounce. The 
neglect to utilize the possibilities afforded by the 
lymphatics as internal drains is to deprive your 
patient of a very valuable aid in therapeucis. A 
gentle and systematic massage of the soft tissues 
will accomplish more than many a surgical pro- 
cedure, as is well testified to in that type of naso- 
phrayngeal engorgement that contributes to 
middle ear changes. This manner of treatment 
is also of considerable value in asthma. Lack of 
time prohibits but the mere mentioning of the 
vaccines. Personally I now use them seldom. 

In all operations within the nose greater re- 
spect should be shown the mucous membrane 
than is practiced by some operators. Elevation 
of membrane with removal of diseased or ob- 
structing bone beneath, should be the rule and 
not an exception. A more general conservation 
of the soft parts will lead to better ultimate re- 
sults. No one any more removes a ridge from 
the septum without elevating and preserving its 
overlying membrane. Ethmoid cells can be en- 
tered and cleaned out without removing the mid- 
dle turbinate. The sphenoid can be entered in 
the same way. The maxillary sinus can be widely 
and permanently exposed without subjecting the 
lower turbinate to an excision. 

Because the meati anterior and the choane 
posterior present a much less area as compared 
with all other parts between these two places the 
slightest obstruction here will greatly interfere 
with nasal function and hence it is at such places 
that the greatest relief is obtained by a minimum 
of correction. 
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Some of the untoward results following oper- 
ations can be avoided by slight change in tech- 
nique. For instance, in submucous septal work: 
an incision in the skin at the vestibule in place of 
the usual one at the muco-cutaneous margin, 
obviates the annoying scabbing often complained 
of. Also a less extensive removal of bone and 
cartilage in septal work does away with that 
very discomforting symptom of “flapping.” I 
believe that one of the refining niceties that has 
evolved out of the original submucous operation 
is the removal of only that much bone and car- 
tilage that will permit the replacement of the 
remainder in a perfectly perpendicular position 
with no obstruction whatsoever. 

The entire removal of a lower turbinate body 
is seldom if ever permissible. The middle tur- 
binate is far too often removed. Substitute 
methods for its removal may be satisfactorily 
found in infraction procedures and in the crush- 
ing of cystic turbinates and in the submucous 
excision. A great many operations performed 
upon turbinates could be obviated by “lining up 
the septum” in getting rid of the bends and irre- 
gularities. This can best be done by elevation of 
the soft tissue and excision of the greatly thick- 
ened and deflected portions. Just enough bone 
and cartilage should be removed to permit the 
remaining septum to take the proper perpendicu- 
lar position and thereby providing for freedom 
of contact with the neighboring turbinates. An 
entire nostril full of mucous polypi can be made 
to disappear by simply irrigating and ventilating 
the neighboring sinuses where these are at fault. 
The electro cautery has a very limited value, I be- 
lieve, and then only on the lower half of the in- 
ferior turbinate. In septal ulceration causing 
epistaxis the submucous elevation is preferable. 
With the large quantity of radium now at our 
service there should not be the necessity for the 
extensive procedures formerly employed in the 
commonly called “inoperable cases.” 

Operation in acute nasal disorders should gen- 
erally be discouraged. Fatalities have frequently 
occurred. Complications such as meningitis, 
brain .abscess, otitis, mastoiditis, sinusitis, septi- 
cemia, pneumonia and erysipelas occur in the 
presence of acute nasal diseases when operated 
upon intranasally far oftener than when properly 
treated otherwise. After the acute symptoms sub- 
side operative measures if indicated may be un- 
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dertaken. I cannot agree at all in the advice 
given by some that in the presence of a menin- 
gitis of supposed or proved nasal origin a thor- 
ough exposure of the affected meninges through 
the nose should be undertaken surgically when 
there exists an actively acute process intranasally, 
with the exception of opening and draining a 
presenting abscess. The supposed meningitis 
may only be a meningéal irritation or menin- 
gismus and under such circumstances surgery 
would be an unpardonable interference. 
77 East Washington St. 


DISCUSSION 
(Abstract) 


Dr. Beck said he could second practically every- 
thing the essayist said, but that he would not 
expect polypoid degeneration of the cavity of the nose 
to disappear by irrigating or treating the sinuses. He 
finds that when once the membrane has undergone 
myxomatous degeneration, as a rule, it has to be at- 
tacked surgically and very thoroughly to prevent re- 
currences, and that very few cases under his observa- 
tion do not show these recurrences. 

Referring to the comparison made with the patient 
that came with three symptoms, and when he left the 
doctor, or sometime later, had eight or nine; he 
thought it wrong for an operator to shield himself 
and make it appear that he is not to blame, but that 
it is a progress of the disease. He believes the ex- 
tensive traumatism sometimes given to the nasal cavity 
in trying to cure these symptoms of obstruction and 
suppuration, in order to obtain ventilation and drain- 
age is decidedly wrong. It is argued that atrophic 
rhinitis is not common following these operations for 
suppuration. It may be true that ozena or atrophic 
rhinitis is not, but those symptoms that are mentioned 
he sees very often, and the more conservatively one 
acts toward the nose in these diseases, the better 
result one will have. 





MIDDLE EAR INFECTIONS* 


C. E. Price, M. D. 
ROBINSON, ILL. 


I realize that the text of middle ear infections 
is broad and includes many conditions, both 
acute and chronic and in proclaiming the Gospel 
of this infection, one has to realize that there 
is a wider scope to be considered than is casually 
thought and the average general practitioner 
realizes. In this infection the God of Nature 
has made with us no covenant of definite signs 
and symptoms of either acute or chronic middle 
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ear infections, nor has he promised protection 
and immunity to all of those who have an acute 
otitis media from becoming chronic or develop- 
ing into-a mastoid or yet a brain abscess. The 
regular described symptoms of fever, pain and 
swelling must not be waited for, because they 
do not always come at least in the opportune 
time for something to be done for the best inter- 
est of the patient. 

It should always be borne in mind, in any 
acute nose or throat trouble, to think of the ears 
next which may soon be involved with often but 
very few and slight symptoms pointing to the 
ears. 

Dench believes those cases with few symptoms 
are of the Streptococcus capsulatus infection and 
recommends an exploratory mastoid operation 
and states that he has always evacuated pus from 
the mastoid in cases with a history of from three 
to five weeks duration. So the general practi- 
tioner, “who generally sees the cases first,” 
should appreciate the fact that it is not well to 
wait until definite symptoms develop in the mas- 
toid cells to give positive external evidence, but 
in all cases with any ear symptoms that have con- 
tinued for three weeks or more they should be 
X-rayed and foci of suppuration within the mas- 
toid cells will generally be located. 

In this connection, of indefinite symptoms of 
middle ear infections, I wish to report a few 
cases I have seen within the last year. But will 
say that on account of the pathologist and roent- 
genologist of our firm and “the only one in the 
locality” being in France, that part of the tech- 
nique in diagnosis has been greatly neglected. 
Within this week, first week in May, I have seen 
two high school boys with acute middle ear infec- 
tion, that showed slight symptoms. 

Case 1. V.L., aged 17 years, giving a history 
of cold in the head for three or four days, and 
feeling a chilly sensation evenings when getting 
home from school, was very much surprised 
when getting up one morning to find his pillow 
soiled with pus and first thought it came from 
his nose, as it had been to him the offending 
member. This would not have been so much out 
of the ordinary had this been an acute exacer- 
bation of an old chronic otitis. The discharge 
ceased in a few days and the drum healed. 

Case 2. George B., also a high school boy, 
aged 16 years, had severe pain in ear for 48 
hours, No other symptoms except bulging of 


C. E. PRICE 205 


drum, no fever or external tenderness. Drum 
was incised with a slight serous discharge for a 
few days and recovery was more rapid than the 
above case where drainage was left to nature. 

These two cases mean nothing more than that 
from the slight symptoms presented they are 
very likely to be neglected and serious conditions 
arise. 

Case 3. Another case of acute infection I saw 
with Dr. Rafferty the third day of attack, both 
ears involved, with high fever, severe pain and 
swelling in both external meati. This was a 
boy, aged 4 years, with trouble in ears following 
a slight sore throat. Boy was given ether and 
both ear drums incised, with a copious discharge 
from both ears, symptoms abated and it looked 
for several days as though trouble here was over, 
when the discharge stopped. Then after a few 
hours all symptoms developed again with a ven- 
geance and mastoid involvement became evident, 
when the Doctor advised operation. I saw the 
case in the afternoon of the second day of the 
renewed attack, when all the symptoms of a mas- 
toid abscess were very pronounced in both ears, 
and we advised immediate operation. 

The mother asked me after a family confer- 
ence if I would say the boy would lose his life 
if not operated on that evening and there would 
be no hopes if he waited till morning. When I 
told her I could not say that, they decided to 
wait till morning, when in the morning the ears 
were both discharging very freely, no pain, no 
fever, child wanting to play and went ahead and 
got well in a few days with no further trouble 
since. 

This case shows that we may operate some- 
times, when the case would get well without op- 
eration, but I do not believe this case is any 
excuse for not advising operation again in sim- 
ilar cases, not even in one with much less pro- 
nounced symptoms. I have seen cases in children 
similar to this one get well with simply a Buck’s 
incision, but I do not believe this simple pro- 
cedure is often safe, unless the ear symptoms 
have followed some severe sickness and the child 
is not in condition to warrant doing more. 

Case 4. The following experience illustrates 
the danger. A fine little boy, following a Buck’s 
incision, developed a brain abscess at the end of 
ten days after the incision when all seemed to be 
going well; suddenly at the breakfast table had 
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a convulsion. He was at once anesthetized and 
an extra-dural abscess drained, but convulsions 
continued for three days when the end came. 
Had the mastoid been opened at the first opera- 
tion, this boy should have had a better chance 
for his life. 

Case 5. A man, J. R. R., 42 years old, was 
brought to my office by Dr. B. L. Price on Octo- 
ber 20, 1917, complaining of pain in side of head, 
which had lasted for two weeks; no fever, no 
swelling of external meatus, no tenderness be- 
hind or in front of auricule, slight tenderness on 
deep pressure under lobe of ears, no distinct 
bulging of drum. An eliptical incision was made 
in lower posterior portion of drum, no pus es- 
caped, pain was not relieved until after twelve 
hours when there was a slight drainage lasting 
only for a few days. About two weeks after 
drainage ceased, there appeared on the temple, 
just above and in front of the auricule, an indura- 
tion and tenderness of the scalp, which in a few 
days gave one the sense of fluctuation. An in- 
cision over this seeming fluctuation was made 
down to and through the periosteum. The perios- 
teum seemed healthy, no pus was found; wound 
healed at once and this seemed to relieve the 
induration. And pain was relieved for a time, 
only to begin in about a week. Pain in this case 
was referred all of the time from the beginning 
of his illness, to the temporal region. Only a 
slight rise of temperature was found, 99 to 100 
degrees, and then only three or four times dur- 
ing the course of the disease. This case was 
brought back to the hospital November 20, a 
month from the time I first saw him, when I ad- 
vised an exploratory mastoid operation ; the only 
symptom of mastoid involvement at the time was 
pain in the temporal region. The operation was 
done the next day, and as soon as the gimlet en- 
tered the mastoid antrum, pus escaped. I expect- 
ed to find the diseased process extending up 
toward temple, but on the contrary the real de- 
struction was toward the tip cells. The diseased 
tissue was cleaned out and the patient recovered 
nicely without any more pain. 

Case 6. The next case I wish to mention is a 
young man of draft age, who had been working 
every day, was called before the Exemption Board 
and here found to have had a discharging ear for 
fous weeks. Was referred to me by the Board. 
Ap examination showed all of the “ear marks” 
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of a very destructive mastoid abscess, as far as 
deformity of the auricule, redness and swelling 
was concerned; but no pain and no fever at ex- 
amination or at any time since ear began dis- 
charging as far as he knew. He had been work- 
ing every day, eating and sleeping well. 

The next day the mastoid cells were opened and 
diseased tissue removed. Pus had burrowed un- 
der the periosteum up over the temporal bone. 
Recovery speedily followed. Just to look at this 
young man when he came in the hospital, one 
would wonder how such a condition could exist 
without pain and temperature. 

The next two patients I will mention show the 
results of poor judgment and lack of doing a 
thorough operation, that is of eradicating, I sup- 
pose, all of the diseased condition at the time of 
operation. 

Case %. Mrs. B., aged 82 years, had a dis- 
charging ear for two weeks, when I first saw her. 
I watched her from day to day for another two 
weeks and tried everything I knew to relieve her 
condition, when one day I found some redness 
over the mastoid. I never found her with fever, 
she had no pain, the only symptoms were the 
discharging ear and a noise in the head and ear. 
She was able to come to my office for treatment, 
and went around at her usual vocation, so when 
the slight swelling and redness were found over 
the mastoid I told her we must not wait longer. 
She had an albuminuria, but while fairly pre- 
served for a woman of her. age, it was thought 
best not to give her a general anesthetic, so on 
the sixteenth day after I had seen her first and 
about thirty days from the beginning of her ill- 
ness, she was taken to the operating room and, 
under novocain, the operation was begun: the 
mastoid cavity was entirely destroyed, the ridge 
of bone between this cavity and the external audi- 
tory canal was soft; also spongy bone along the 
upper border of mastoid antrum. I carried out 
the cleaning away of the diseased bone as far and 
as long as I felt justified, because the patient was 
becoming very much worried. However, I did feel 
that the most of the diseased process was very 
well removed. After about eighteen hours, patient 
rallied in good condition, and granulation tissue 
soon filled the most of the cavity nicely, but a dis- 
charging sinus remained and she still complained 
of noise in her ear and head, but never stopped 
going about as usual, coming to the office for 
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dressing. Early one morning about ten weeks 
after the operation she called to her daughter 
saying she had a severe pain in the side of her 
head. When I reached her bedside forty minutes 
later she was unconscious and died in forty-eight 
hours. I never saw a case of mastoid abscess in a 
patient of this age before and this is my only 
attempt to do a mastoid under local anesthesia. 

Case 8. The last case I will ask your indul- 
gence in is a girl, 15 years old, who was brought 
to the hospital July 15, 1917, for a mastoid oper- 
ation. This was a typical mastoid abscess with 
pain, fever and external deformity. Patient was 
operated on and all diseased bone was thought to 
have been removed. Symptoms abated, and granu- 
lation went on nicely. I heard from her every few 
weeks, but a discharging sinus would not heal. 
November 15, patient had what her physician 
thought to be a la grippe condition and ear began 
draining through drum. November 29, the phy- 
sician was called about noon and found her with a 
temperature of 104 degrees, pain, tenderness, red- 
ness and swelling over mastoid region. He im- 
mediately brought her, in to the hospital and a 
second operatién was done that evening, when an 
extra effort was made to remove all diseased bone. 
There was no distinct abscess pocket found, but 
the remaining part of the posterior portion of the 
external bony meatus was soft. A very thorough 
removal of every thing that looked suspicious was 
done. 

Patient was put back to bed about 4 P. M. 
Temperature at 6 P. M. was 105.2 degrees, gen- 
eral condition good ; temperature continued high 
throughout the night. About 3 A. M. next morn- 
ing the nurse called me and said the inflammation 
was spreading and had extended beyond the 
dressing; that patient’s fever was still high and 
complaining of a great deal of pain about ear. 
| verified all the nurse’s statements and now 
recognized that we had an erysipelas infection 
and I was now also satisfied that the condition 
over the region of the mastoid and ear that caused 
our alarm before the operation was of this char- 
acter. While erysipelas infections have a pre- 
dilection for the skin, yet they may involve the 
middle ear. 

I am very sure I would not have undertaken 
the operation had I recognized the character of 
the infection. However, a second operation 
would have been necessary some time soon. For- 
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tunately the wound and tympanic cavity, as far 
as able to determine, were not infected; granula- 
tion was not delayed and wound healed more rap- 
idly than after first operation and this time 
finally closed. The erysipelas infection spread 
until the entire face and scalp had been involved. 

I am sure that in acute ear infections, no dif- 
ference how vague the symptoms, an early in- 
cision of the drum, under aseptic conditions, is 
advisable, and will save a lot of destruction that 
would otherwise occur. I am also sure that it is 
advisable to take a picture of the mastoid of any 
ear that has been draining for some weeks when 
your suspicions will generally be verified. 

My plea in this effort is the early recognition 
of acute infections in both the tympanic cavity 
and mastoid. 


/ 


DISCUSSION 


Dr. EpMonpson emphasized the danger of procras- 
tination in all acute mastoid conditions. In February 
a general practitioner asked him to look at the case 
of a young man with acute mastoiditis, following a 
ten-days infection of the middle ear. Although he 
advised that the operation be carried on immediately, 
the doctor in charge decided to defer it. 

Recently he was informed that this young man died 
in St. Louis a few days before that time of an ab- 
scess of the brain on the left side in the parietal 
region; that after long delay, when the patient finally 
became delirious he was taken to St. Louis and oper- 
ated on, first on the right side, though she neuro!ogist 
told them that the abscess was on the left; that, find- 
ing no abscess there, the next day they opened the left 
side and drained the pus. The autopsy showed that 
this had been tracing around through a meningitis to a 
brain abscess, and no doubt was traceable back to the 
original otitis media. 

Dr. Pottock thought the paper shows the impor- 
tance of an x-ray examination in acute conditions. 
There is no question but that seventy-five per cent. 
of the cases of acute otitis media have a mastoid in- 
volvement; there is at least a mastoid inflammation, 
and they mostly clear up by free draining. 

Our method is as follows: When a patient is first 
brought, we will say, three or four days after the 
acute otitis has occurred, and there is a persistence 
of high temperature, we take an x-ray picture, un- 
less there is something very urgent about doing an 
immediate mastoid operation. If the patient gets 
along nicely and the temperature subsides and there is 
free drainage we treat them with irrigations. If the 
patient doesn’t get well in ten days or two weeks, 
we take another x-ray picture which shows us 
very clearly whether the mastoid is clearing up or 
whether it is progressing. If we find upon the s@cond 
picture that theré is a progression of the involvement, 
a breaking down of the cells, we immediately do a 
mastoid operation. 











He quoted one of our prominent men who said at 
the A. M, A. meeting held in San Francisco, that three 
days after an otitis media, if the temperature has not 
subsided, he does a simple mastoid operation and has 
a hundred per cent recoveries. That probably is the 
truth, but then he does perhaps eighty-five per cent. 
of unnecessary operations. u 

Every case is a separate one; there is no law to be 
laid down in all cases. 

Our method has been, in the acute cases, as soon 
as the middle ear has stopped draining, which usually 
is in two or three days, to inject the mastoid cavity 
with bismuth paste and inside of a week, the patient 
will have been cured, noi in every case but in seventy- 
five per cent. of those cases we have our acute mas- 
toids cured in a week to ten days. 

Dr. Apams (Jacksonville) noted the great veriability 
in symptoms of mastoid patients. In one man fifty 
years of age, who had suffered for a week from ear- 
ache, a slight rise in temperature, with no evidence of 
the involvement of the mastoid, no swelling and no 
pain excepting directly in the ear and none on pressure 
over the antrum, an incision and drainage of the bulg- 
ing tympanic membrane gave relief and the temper- 
ature returned to normal. 

Two weeks later he came back with more pain, and 
there was still no tenderness on pressure over the 
antrum, no swelling and very little temperature. The 
Doctor recommended an operation because of the con- 
tinued pain and discharge, found a very dense mastoid, 
the whole interior of the mastoid cavity broken down, 
and the lateral sinus exposed over a considerable area. 
He was amazed to see the amount of destruction in 
this case with the few symptoms which presented. 
The patient made an uneventful recovery. 

In contrast with this case another man had a mas- 
toid abscess which continued from January 1, till May 
1, when he came to the conclusion that he would 
rather die than suffer the pain he was suffering, and 
consequently was ready to have a consultation. 

There was a tremendous swelling both behind and 
in front of the ear; the whole side of the face swollen. 
The ear was standing out, and there had been some 
intermittent discharge from the ear. Operation re- 
leased an immense amount of pus, at least a teacup- 
ful, from an incision over the mastoid, and there was 
half as much from the incision to relieve the tissues 
in front of the ear. 

Of course, there was a fistula present, and this fistula 
was coming out under the tissues instead of going 
back, but while the mastoid was diseased, the bony 
tissues themselves were not particularly broken down, 
and were not nearly in as bad a condition as the first 
case mentioned. 

Dr. Hotiincer admitted the indications for mastoid 
are very difficult and that therefore we have to study 
the indications in all details. 

In doubtful cases he has insisted that the patient go 
to the hospital and be observed for several days, until 
all the conditions are found normal. 

The x-ray is of paramount importance, too, and 
repeated pictures may be necessary. If the general 
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practitioner doesn’t do things open and aboveboard, 
it may be our duty towards ourselves as well as to- 
wards the patient to knock such a man. 

On the other hand, we must not be too radical. In 
a number of those cases where we take the indication 
for operation too easily and are too quickly ready to 
insist on operation, they go back to Christian Science 
and they are again counted up against us. 

I thought two or three factors in middle ear in- 
flammations should come to our notice; first, the classi- 
fication as to age, in adults or in children. The symp- 
toms of middle ear inflammation in children are dif- 
ferent than in adults. Quite a number of middle ear 
infections in children, in infants, finally eventuate in 
mastoiditis that show purely abdominal symptoms, or 
symptoms that in no way point to the ear and are 
treated medically. 

Another point is the question of the character of 
the bacteria in the discharge. The bacillus capsulatus, 
with its stringy pus, almost inevitably leads to a mas- 
toiditis ; pneumococci will give you a discharge which 
will run a week, stop for four or five days, and then 
suddenly flare up in a mastoiditis. Streptococci will 
cause great destruction. Diphtheria occasionally will 
give you mastoiditis. 

Dr. Joun Dear: I would like to ask if there is an 
indication for operation jn a person who has had a 
discharge from the ear for, say, three weeks, with 
absolutely no temperature and with no tenderness on 
pressure over the antrum, but who cemplains of con- 
tinuous pain for three weeks, pain such that a man 
could hardly sleep at ali. 

Tue CHAIRMAN: It seems to me that this matte: 
of mastoiditis is to the head what the appendix is to 
the abdomen. We don’t just know what is going to 
happen. It is all covered up. We can use the x-ray 
and we can use our objective findings and we can use 
the subjective findings, and all that, but it all means 
that we have to be on the job to see our patients regu- 
larly, and the man who does see the patients should 
be the specialist, the man who is an ear man. 

I see a great many cases of mastoiditis where they 
have been neglected, neglected in this way, that from 
the very start a paracentesis was not done. It is hard 
for the practitioner to get permission; maybe he 
doesn’t ask for it. I think it is high time that the 
general practitioner should be educated in the matter 
of having a paracentesis done in these cases of mas- 
toiditis. I am sure much conservation of hearing 
could be effected if that were done. We are thinking 
a great deal now of conservation of vision. We have 
the Illinois Society for the Prevention of Blindness, 
but nothing is said of what the destruction of hearing 
costs the community, and it costs a great deal. 

Dr. EpMonpson: How would you go about educat- 
ing a general practitioner in calling in a specialist im- 
mediately when he has a middle ear disease? In Egypt 
we can’t seem to do anything along that line. 

Tue Carman: By appearing before the parent 
and teacher organizations. 

Dr. Price: I thank the gentlemen very much for 
their interest in the paper. The question asked by Dr. 
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Deal, whether I would operate on a case with no 
other symptoms than pain—I reported a case in this 
paper in which the man had had no symptoms at all, 
practically, not even bulging of the drum, but with 
severe pain in the ear. The drum had been incised 
first to try to relieve the pain. There was a discharge 
for a few days, but the pain still continued. The pain 
became so intense that something had to be done and 
I advised an exploratory operation. As soon as the 
mastoid antrum was reached, the pus escaped. There 
was quite a bit of destruction. 

I practiced medicine fifteen years as a general prac- 
titioner, and I know a great deal more about how easy 
it is for the general practitioner to slight these ear- 
aches and discharging ears than you men who have 
specialized all your lives. The general practitioner has 
a dozen and one cases on his hands all the time that 
are seriously sick. He is attending obstetrical cases, 
he has typhoid, he has pneumonia, he has everything 
else to think about, and these little acute ear cases 
that he sees he gets rid of just as quickly and as 
gracefully as he can. I have no fear of these acute 
cases in the middle ear when they get into the hands 
of a man who is doing that special work, but the thing 
that has impressed me particularly in the last year is 
the fact of these cases being neglected, and the fact 
that they are neglected as a rule by the general prac- 
titioner, simply because he is a man who is too busy, 
and while he occasionally hears of a man dying of a 
mastoid and brain abscess, yet he knows that a great 
many ear troubles get well without going that far, 
and he hopes that this one will. 





A CASE OF MULTIPLE SCLEROSIS WITH 
EYE FINDINGS.* 
E. R. Crosstey, B. 8., M. D. 


Assistant Surgeon, Illinois Charitable Eye and Ear Infirmary, 
CHICAGO. 

History of Case: Mr. C. W. S., aged 39 years. 
Father and mother living and in good health. 
Members of their families had no serious trouble 
nor paralysis. Two other children in family: 
one died at three months from unknown cause; 
the other at one year from pneumonia. 

Personal History: Diseases of childhood and 
malaria. No diphtheria. On account of weak- 
ness was compelled to wear ankle braces for sev- 
eral years. About twelve years ago had some 
disturbance of vision but had no examination 
at that time. In 1908, on account of weakness 
and blurring of vision, he had his eyes exam- 
ined by Dr. William A. Mann, who states the 
vision was 20/50 B. E. and he was unable to 
find any pathological condition of the fundus at 
that time, but suspected a retrobulbar neuritis. 
"Read before the Section on Ere Ear, Nose and Throat, at 


the 68th Annual Meeting of the Illinois ‘State Medical Society 
at Springfield, May 22, 1918. 
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He failed to get fields of vision as patient did 
not return. Vision was but slightly improved 
by glasses. In 1909, pre auricular glands and 
right submaxillary enlarged; also one on right 
shoulder and left hip. The last one broke and 
discharged and the others were removed. Was 
unable to obtain laboratory report of glands re- 
moved; clinical diagnosis was tuberculosis. In 
1916 he had trouble with left hip joint, which 
was diagnosed as osteoarthritis and treated in 
a hospital by cast for three months. This re- 
sulted in slight shortening of the leg. 

Present History: When patient came under 
observation Aug. 27, 1917, he complained of 
double vision, which, he stated, came on rather 
suddenly about one month previously lasting for 
one week, then disappearing to reappear after a 
week. Within the month following it had again 
disappeared and a left-sided facial paralysis had 
developed. About this time patient noticed a 
numbness of the fingers and weakness in left 
wrist and forearm, followed closely by a lack of 
strength in the left leg. 

Examination: External appearance of eyes 
normal, Palpebral spaces equal. 

Pupils: 3.5 mm. in diameter, circular, 
equal, symmetrical and regular margins. Direct 
and Consensual Reactions to light were good in 
B. E., as well as that to accommodation. 

Motility: Of the right eye good in all 
directions excepting to the left. Of the left eye 
good in all directions. 

Nystagmus: Quite marked and of the so-called 
“intentional character.” 


20 20 
Vision: R. V.. ———2; L. V..———1. 
80 50 
Retinoscopy: 
20 
E.: +0.50+-0.50 x 105=V——- — 1 
50 
20 
L. E.: +0.25+0.50% 90=———1. 
40 


Showing only slight improvement with lenses. 

Ophthalmoscopic Examination: | Templar 
side of both papillae very pale, while the 
nasal only slightly paler than normal. Out- 
line of Discs well defined. Large vessels show 
slight contraction, arteries perhaps more than 
veins. No lesion could be seen in either macula. 
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Fields of Vision: Quite marked contraction 
of fields in B. E. In right field, white, 
blue and red fall between 20° and 30° except 
on the templar side which falls between 30° and 
50°. In left field the same colors fall between 
20° and 30° except in the lower portion where 
they are between 30° and 50.° There is no 
overlapping of the colors. In taking the fields, 
there was an uncertainty and inclination to mis- 
take before naming the colors but not an abso- 
lute scotoma. He would call blue white, red 
brown, and green yellow before recognizing them 
correctly. The white spot of fixation at the cen- 
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Chart 1. Fields of vision. Solid line—white. Dotted line—blue. Dashes—red. 


ter of the perimeter seemed to vanish momen- 
tarily. The second set of fields taken seven 
months after the first do not vary in size and 
only slightly in form from the first. 

Urine analysis negative. Blood pressure, 
100. Blood Wassermann, negative, as also was 
the spinal fiuid. 

Various authorities concede that 50 per cent 
of the cases of multiple sclerosis show visual dis- 
turbances and optic nerve changes, and that they 
may precede other symptoms by several years. 

This high percentage is exceeded only by 
tumors of the brain and equalled only by cerebral 
syphilis, and tubercular meningitis. When the 
frequency and constancy of the visual disturb- 
ances and optic nerve changes, together with par- 
esis'and other ocular symptoms, are taken into 
consideration, their diagnostic values are readily 
recognized. 
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The visual disturbance may vary much from 
the degree of atrophy revealed by the ophthal- 
moscopic examination, i. e., with little visible 
change in the disc there may be considerable 
visual disturbance and vice versa. 

In Multiple Sclerosis many foci are effected in- 
discriminately throughout the brain and cord: 

It is not a systemic disease and the atrophy of 
the optic nerve is seldom ever complete, usually 
affecting the temporal] half of the disc or only a 
partial atrophy of the whole disc. A larger per- 
centage of cases show the former. 

The atrophic stage may remain relatively sta- 
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tionary for a long period of time. The process 
seldom produces complete blindness and improve- 
ment may occur in many instances. 

In locomotor ataxia, if the optic nerve is af- 
fected it is involved as a whole and the atrophy 
gradually becomes complete and the loss of vision 
total. 

The onset of the disease may simulate an acute 
retrobulbar neuritis, but in a majority of cases 
the progress is gradual (50 per cent). The field 
of vision varies. Usually some concentric con- 
traction, with central scotoma. A relative rather 
than complete scotoma occurs in about 50 per 
cent of the cases, according to Knapp. 

Hirsch lays stress on the diagnostic importance 
of nystagmus, especially the so-called “Inten- 
tional” variety, in which the movements take 
place at the end of horizontal movements of the 


eyes. 
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Knapp states a one-sided incomplete ocular 
muscle paralysis, usually transient in character, 
is typical. Most frequent in the sixth nerve, 
branches of the third, and paralysis of the asso- 
ciated (convergence and divergence) ocular 
movement have been reported. He also states 
there are no pupillary disturbances. 

SUMMARY 

From an ocular point of view the case history 
shows the following points for the diagnosis: 

1. The transient disturbance 12 years ago and 
partial loss of vision in 1908, with no visible 
changes in the fundus. 


3-7 9-1 





vhart 2. Fields of vision. 

2. At the present time no further progress 
of the process in a period of ten years, as shown 
by the vision, which is approximately the same 
as at the time of examination in 1908. 

3.. Atrophy of templar side of dise showing 
the involvement of the papillo macular fibers 
principally, and not the optic nerve as a whole. 

4. The relative scotoma. 

5. The pupils—size, direct and consensual 
reaction to light and accommodation, normal. 

6. The “Intentional” nystagmus, at the end 
of horizontal movements of the eyes. 

7. The transient, one-sided, incomplete paral- 
ysis of the right internal rectus muscle. 

DISCUSSION 
(Abstract) 


Dr. Hiram J. Smiru stated that he had examined 
Dr. Crossley’s patient recently and considered the 
diagnosis probably correct. 

The three cardinal symptoms that one usually 
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recognizes in multiple sclerosis are the scanning 
speech, the nystagmus and the intention tremor. The 
nystagmus is present in this case, but not to a very 
marked degree; the intention tremor is not there, and 
scanning speech also is absent. 

However, the symptoms of multiple sclerosis can be 
so varied that one would not say that because two of 
these common symptoms are absent that the case is 
not one of multiple sclerosis. Every neurologist 
knows that there are cases coming under this diag- 
nosis that have been kept under observation for sev- 
eral years before a diagnosis was finally made. 

An interesting feature about this case is the occur- 
rence ten years ago, about the same time that his eye- 
sight began to fail, of some disease which involved 
We CAS. ote tne Mert y 6359p, 3-19-17 
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his hipjoint and which caused glandular enlargements 
about the hip and shoulder. Was this tuberculosis, 
or was it some of these other infections that we have 
been hearing about? And if it was an_ infection, 
either? tuberculous or otherwise, was there any relation 
between that and the multiple sclerosis? 

Another feature is the early appearance of eye 
changes in this case. Who would have thought that 
this patient was coming down with multiple sclerosis 
ten years ago when he had twenty-fiftieths vision? 
We find that these cases that begin with optic atrophy 
early run a slow, chronic course without very severe 
symptoms. He has had the disease for ten years. He 
has only moderate ataxia. He has had no apoplectic 
seizures, his speech is hardly involved at all, and, of 
course, he has only a partial optic atrophy. The differ- 
ential diagnosis may be of some practical importance 
to you because the most common form of optic atrophy 
that you gentlemen see associated with brain disease is 
tabetic. It may be well to determine the difference be- 
tween a case of beginning tabes and a beginning nul- 
tiple sclerosis. He had seen tabes as early as twenty 
years and younger. The atrophy will bé complete in 
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tabes usually, and it will not be complete in multiple 
scleroses, so there is a real reason for making a 
differential diagnosis. You tell your multiple sclerosis 
patient he is going to become blind and he doesu’t; 
he has the laugh on you. You tell your tabes he will 
probably not become biind, and the laugh is the other 
way. It would be pretty hard for us to differentiate. 
but one should make a pretty guarded prognosis in an 
optic atrophy associated with a cerebral disease. 

Dr. Faira: There is one thing I would like to 
mention. I happened to see one of these cases a num- 
ber of years ago that had simply retrobulbar neuritis 
with a central scotoma. It was afterwards diag- 
nosed by a neurologist as being a multiple sclerosis. I 
remember then in looking up the subject that this 
point was brought out that Dr, Crossley didn’t make, 
that during the early stages of the disease, when these 
transient paralyses come on and disappear, there is 
a stage that some have termed a hysterical stage. 
Because of the fact that these paralyses do appear 
and disappear, the physician is prone to discredit the 
patient’s statement about having had a paralysis. When 
a patient says that one leg was weak for a time and 
he couldn’t use it, they pay no attention to that, and 
it is credited to hysteria. So that I think sometimes 
we are inclined to overlook the real importance of 
these symptoms. 

Dr. H. H. Brown: Just one point in emphasis of 
what Dr. Smith says. It is conceded that the con- 
centric contraction of the field is quite a clear diag- 
nostic evidence differentiating tabes from multiple 
sclerosis. I don’t believe that we can be too cautious 
in our opinion with this class of cases. 

I have in mind a patient in a very responsible posi- 
tion in life who consulted me about fifteen months 
ago, who, after very careful analysis, I pronounced 
a tabetic condition. I was forced, by virtue of the 
importance of the individual case, to say that the man 
in all probability would be blind, of course not limit- 
ing the period of time. 

From my findings and from all of those things 
which experience had taught me, as well as the rules 
ordinarily observed, I urged upon this individual a 
consultation, one of the things that I am especially 
prone to do, because I am a firm believer in consulta- 
tion. But this was ignored. 

Later the wife came to me and said that she wished 
I would tell her who, in my opinion, was the best 
nerve specialist in Chicago. I gave her the name of 
three men. She selected her neurologist to consult. 
The neurologist, after two or three careful examina- 
tion of the patient, pronounced it multiple sclerosis. 
He conferred with me and said: “I don’t believe that 
fellow. will lose his vision. If he does at all, it will 
be very slow and possibly cover a number of years.” 
I said to him, “Do you say that to please the patient, 
or are you personally convinced of it?” He said, “No, 
I am candid in it. I think that it is positively a case 
of multiple sclerosis.” Today the man is practically 
blind,| with the usual physical findings. So I think 
we cannot bé too careful in passing judgment on these 
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cases in which there is a question as to whether it is 
tabetic or multiple sclerosis. 





LIGATURE OF THE VESSELS TO AR- 
REST HEMORRHAGE AFTER 
TONSILLECTOMY 


Henry R. Boerrcouer, M. D., 
CHICAGO. 


To anyone who takes the trouble of making 
even a cursory perusal of the literature of recent 
years on tonsillectomy it will become at once ap- 
parent that hemorrhage, especially primary 
hemorhage, is one of the greatest, if not the great- 
est complication of the operation. There are, of 
course, some operators who make light of hemor- 
rhage and who claim that their patients never 
bleed seriously. To these I offer my congratula- 
tions; but I have my doubts, as their experience 
is contrary to the great mass of recorded reliable 
experiences even in large clinics where there can 
be no question as to technic, and the conditions 
of operation. I do not, of course, refer to hemo- 
philiacs, but to the average patient whom we have 
to deal with daily; and I think I may safely say 
that in the average case there is a loss ordinarily 
of one or two ounces of blood, while a severe 
hemorrhage is not exceptional unless checked by 
a proper procedure. I will even go farther and 
say that there is scarcely a large city that had 
not one or more deaths from tonsillar hemor- 
rhage which might have been avoided. Such 
deaths have been ascribed to the anesthetic or 
some other cause rather than to the true reason 
by faulty technic. Thus Smith’ reporting on 54 
very severe hemorrhages aftér the tonsillar oper- 
ation found that the tonsillotome was used in 34. 
Similarly Cohen? found that this instrument was 
used in 7 out of 10 fatal cases. 

Although menacing hemorrhage is not fre- 
quent, yet it cannot be ignored. In 1890 Wright* 
collected only 31 cases in 25 years. Damianos 
and Hermann‘ collected 150 cases. Sewell® in 
1911 found records of 19 fatal tonsillar hemor- 
rhages in the literature. 

I think that these statistics are far below the 
truth and that serious hemorrhages occur more 
frequently than is reported. 

BLOOD SUPPLY OF THE TONSILS 

The tonsillar region is very vascular which ac- 

counts for the frequency and ease of hemorrhage. 
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Ordinarily there are several arteries involved in 
the blood supply of this region. There are the 
tonsillar and palatine branches of the facial, the 
descending palatine branches of the internal 
maxillary, the dorsalis lingue, and the ascend- 
ing paryngeal. 

The internal carotid has been assigned as the 
origin of hemorrhage by Chassaignac and others, 
but then the stylo-glossal and stylo-pharyngeal 
muscles form a diaphragm between the tonsillar 
and carotid regions and this makes it very im- 
probable that traction about the tonsil should 
cause a carotid hemorrhage. The external caro- 
tid through its branches is more justly looked to 
as the source. Either the descending palatine 
or the ascending branches may give rise to co- 
pious hemorrhage during a tonsillectomy. The 
ascending palatine branch of the facial and the 
descending palatine branch of the internal 
maxillary anastomose and pass downwards be- 
tween the capsule and the muscular aponeurosis 
before penetrating the capsule to reach the ton- 
sils. 

The tonsillar veins form a plexus in the walls 
of the sinus, and hemorrhage from this source 
proceeds usually from the lower pole. 


METHODS QF CHECKING HEMORRHAGE 

Several months are employed to obviate or ar- 
rest hemorrhage. They may conveniently be 
classed as under: 

1. Chemical, thermic, and other non-operative 
expedients. 

2. Compression of tonsillar region. 

3. Compression or ligature of carotids. 

4. Torsion or transfixion of the bleeding 
points. 

5. Ligation of tonsillar vessels. 

In a great many operations and for a large 
number of operators, the first or second methods, 
either alone or combined, will suffice. Dawbarn* 
in 1892 appears to have been the first in this 
country to surround the bleeding surface with a 
strong ligature and compress the tonsillar stump. 
Suturing of the pillars is the most approved 
present-day method of compression. It is stated 
to have been originated by Baum, but Hermann’ 
says that the practice was in vogue in Cologne 
before Baum adopted it. Lefferts*, Clarke*, Fitz- 
patrick’®, Butler™*, Lewis Imperatori** and others 
have used various methods of torsion and trans- 
fixion with more or le&s satisfactory results. Con- 
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stantin in 1906 described a method used by Escat 
since 1902 in which a laryngeal tube was inserted 
and surrounded by a hemostatic tamponade. 

Hill and Elphich* have made a modification 
in the guillotine incorporating a blunt crushing 
blade as well as the cutting blade, which they 
claim effects hemostatic enucleation. Meyer" 
strongly advocates compression of the external 
carotid. He suggests that it is impossible to 
ligature in the case of such small arteries as are 
met with in this region. Jackson*® has several 
times ligated the external carotid for severe ton- 
sillar hemorrhage. 

The variety of these procedures is perhaps the 
best proof that none of them is sufficiently satis- 
factory and point to the necessity of a standard- 
ized method of performing the operation which 
shall comply with the strict rules of surgery and 
offer the minimum risk to the patient. This 
standardized method I claim is best fulfilled by 
vascular ligature. It is the only method which 
is strictly scientific and surgical in the technic of 
tonsillectomy which on account of the complica- 
tions which may ensue and often do occur should 
not be regarded as a trivial operation, but one 
that calls for the best surgical procedure. Sav- 
age,’*® of Baltimore, where ligation of the vessels 
has been systematically practiced for several years 
since its introduction by Cohen, says: “There is 
no excuse for omitting ligation on account of 
imaginary difficulty, and resorting to suture of 
the pillars or using the clumsy unscientific 
Miculicz instrument, or merely pressure by gauze 
sponges until the hemorrhage has apparently 
ceased to recur after the patient has left the oper- 
ating table, and then call it, improperly, second- 
ary hemorrhage.” With this remark I am heart- 
ily in accord, for, as Savage further says, even 
if there are no spurting vessels, yet reduction of 
the amount of blood lost in every tonsillect- 
omy, viz., from one to two ounces, is itself an in- 
dication for surgical ligature as such a loss is 
very detrimental to a child. 


LIGATURE OF THE TONSILLAR VESSELS 


Cohen,’ of Baltimore, appears to have been the 
first to systematically employ ligature of the ton- 
sillar vessels in tonsillectomy. He reported his 
method in 1909. After excising the tonsil any 
spurting vessel found is caught by a forceps and 
ligatured. Sometimes it is necessary to evert the 
supratonsillar fossa to discover bleeding points. 
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Oahen says that while many assert that ligature 
of the vessels in this region is impossible he has 
been able to perform it with ease in most cases. 
Ligature of the vessels has been practiced by Sav- 
age, Imperatori, Jervey, Moore and many others. 
It has been adopted in many places as a matter of 
routine. Crowe, Watkins and Rothholz in a re- 
cent report state that ligature of the bleeding 
points is always done in the Johns Hopkins 
Hospital. 

But, generally speaking, the bulk of the profes- 
sion have not yet recognized and adopted it as 
the best procedure. 

To those who have adopted or wish to adopt 
ligature of the vessels in tonsillectomy I wish to 
bring to notice this instrument which I term a 
ligature knotter and which I have now used for 
some past years in every case. It renders the 
knotting of ligatures easy in places not easily 
reached by the operators’ fingers, especially in the 
tonsillar fossa. The results are positive, and so 
much safer and comfortable for the patient that 
I am quite convinced that ligature should be 
done in every case where there is bleeding and 
thereby putting this operation in a class with all 
other careful work in surgery. My personal 
opinion is that the greatest danger to the patient, 
even when done by a skilled operator, is hemor- 
rhage. This gave me more concern than anything 
else until three years ago, when I began to sys- 
tematically take up each bleeding point and 
ligature it with catgut. 

To me tonsillectomy is never an office oper- 
ation and should always be done under a general 
anesthetic and in a hospital. The patient who 
- has his tonsils removed.under a general anesthetic 
is less shocked, feels more kindly toward the 
operator after the operation and suffers no pain. 


Fig. 1. 
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This makes the ligation of the bleeding vessels 
much easier and with children is the only way. 

METHOD OF USING THE LIGATURE KNOTTER 

The patient should be in the surgical stage of 
anesthesia. He is then placed on his right side, 
with sand bag under neck, an assistant holding 
him in this position. A mouth gag with an ether 
tube and retractor is introduced and made secure, 
the uvula is caught up by an uvula forceps which 
is held by an assistant, and who, on removal of 
the tonsil, retracts the anterior pillar. The oper- 
ator then places a gauze sponge in the sinus and 
as he locates the bleeding vessels takes them up 
with a curved tonsillar forceps. 

All bbeeders having been secured, the assistant 
withdraws the retractor and takes the uppermost 
forceps in his right hand, the operator takes a No. 
1 plain sterile catgut ligature and ties a simple 
overhand knot over the handle of the forceps, 
bringing the ends down astride the handle and 
holding them between the first three fingers of 
the left hand. The ligature knotter is then hooked 
on to the right hand strand from the under side 
and by giving it one and a half turns the ligature 
is placed in the spiral or head-of the knotter. 

The knot is now pushed down the handle of the 
forcep and as it approaches the tip, the tip is 
slightly raised and turned towards the head of 
the knotter; the knot is now passed over the 
tip and made fast, the forceps removed and a 
second knot tied and run down in the same man- 
ner. 

It is well to keep the left hand end of the liga- 
ture well under the handle of the forceps when 
making the knot fast, also to leave the ends of 
the knot fairly long, which keeps them from un- 
tieing. After ligature the external wall of the 
sinus is again retracted and the sinus inspected, 





a 2D, 
Mouth gag with ether tube. e 




















October, 1918 


sponged out and if found dry the patient is sent 
to bed. 

In delayed hemorrhage after the’ patient is off 
the table, and in secondary hemorrhage, I act 
similarly. If the bleeding is not very profuse I 
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instruct the nurse to fill a glass with crushed ice 
and on this to pour an ounce of peroxide of 
hydrogen ; this is given to the patient as a gargle 
and in many cases is all that is needed. 
Application of silver nitrate suffices where the 
bleeding is not too rapid. 
Then we have the tonsil clamp of which there 


Tonsil 


Fig. 3. 


are several, all depending upon pressure to con- 
trol the hemorrhage, these should be left for an 
hour and then gradually loosened. Should bleed- 
ing appear the clamp can be tightened, care 
being taken to prevent pressure necrosis. 


24. Sawtell: Jour. Kansas Med. Soc., 1911, xi, 451. 
25. Crowe, atkins and Rothholz: Bull. of the Johns 
Hopkins Hospital, 1917, xxviii, 17. 
DISCUSSION 
( Abstract) 


Dr. Encar (Dixon), for two or three years past, 
after a tonsillectomy places a sponge in the fossa 
where the tonsil was to act as a compression for a 
half minute or a minute, and then using a pillar re- 





artery forceps. 


tractor, withdraws the sponge, inspects the fossa, and 
if there are any bleeding points, uses a method similar 
to Dr. Boettcher’s to ligate the important vessels, one 
or two or more. He uses a forceps-that has a notch 
in the end, which permits the ligature to be retained 
at the end of the forceps, so that it easy to get it over 


RE 


=_—_ 


But should the patient be bleeding profusely, 
apply a pressure clamp and get the patient to 
the hospital, put him to sleep and ligate. This 
will give you the best result and is the safest in 
the end. 


Fig. 4. 
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Knot tier. 


the end which is always the great difficulty with the 
ordinary forceps. However, he uses his finger in the 
upper or middle part of the tonsillar fossa in the in- 
ferior part of the fossa, behind the tongue, he fre- 
quently uses the Bgettcher ligature tier. The use of a 
retractor will expose the artery whether it is in the 
posterior wall of the anterior pillar near the top, 
or down at the base near the tongue. 

Dr. Tivnen has seen Dr. Boettcher use his knottier, 
and believes it is the best instrument we have had. 

He emphasized the necessity of controlling bleeding 
of the first tonsil while the attack is being made on 
the second. Dr. Corwin, Dr. Peck and he have a 
hemostat—modification of Dr. Boettcher’s—which he 
places in the tonsil fossa after the tonsil is removed. 
It doesn’t obstruct the field of operation, and the 
pressure effect of it has a tendency to prevent the sub- 
sequent hemorrhage. 

He believes the idea of tying off the vessels is the 
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correct principle and should take the place of all the 
clamps. Before inserting the curved needle to anchor 
the suture in the fossa, he draws out the floor of the 
fossa away from the underlying structure to avoid 
puncturing the large vessels. 

Dr. H. H. Brown was especially interested to hear 
Dr. Boettcher’s opinion upon the relative value and 
use of the anesthesia in the adults. He would ask 
Dr. Boettcher the question: What is his experience 
in the use of an anesthetic in adult tonsillectomies, or 
general vs. local anesthesia for adult tonsillectomies? 

Dr. Pottock (Chicago) stated that at his clinic prac- 
tically all tonsillectomies were done under general 
anesthesia, unless there is some actual reason for not 
using it which seldom happens. 

When the patient is anesthetized, two rubber cathe- 
ters are placed in the nose, to control the immediate 
hemorrhage as soon as the tonsil is removed by having 
the anaesthetizer draw on the catheter. Then some 
gauze is placed in the fossa, the two pillars are 
grasped with forceps which are locked for thirty sec- 
onds, when the bleeding has® practically stopped. If 
there is a spurter, with the same forceps we rétract 
both the anterior and posterior pillar so as to give a 
good view of the fossa. 

He has used Dr. Boettcher’s knot-tier, but has never 
given it enough use to become actually proficient. He 
finds it much easier to take a small curved needle, 
pulling the forceps up, gtasping underneath and tying 
off with the fingers. If you tie off without an an- 
chorage, it slips. Up until about two years ago, his 
routine in every adult case, was to place gauze satur- 
ated with tincture of benzoin in the fossa and stitch 
the pillars over it. There was no objection to this 
expect for the discomfort it caused the patient for 
the twenty-four hours it was left in. There was Very 
little reaction, not much more than by simply placing 
in the original sponge to stop bleeding. 

In the last ‘year and a half, we have discontinued that 
and pick up the bleeding vessel, which under general 
anesthesia is very easy; in local, it is a different propo- 
sition. All of the bleedings that we have had,: so- 
called secondary, three or four hours after the pa- 
tient has been put to bed, when the effects of the co- 
caine have worn off, have been in local cases. In the 
seven or eight years now that we have been giving 
general anesthetic, we have never had a bad result 
from the anesthesia itself. 

Dr. J. SHetpon Crarx, CHarrman: I believe in 
tonsillectomies we are too prone not to use surgical 
procedure the same as we would in other parts of the 
body. When a surgeon has hemorrhage in abdominal 
work, he simply provides a way to find that hemor- 
rhage, and he puts on a forcep and checks it by 
ligature. I think in tonsillectomy a lot of trouble 
is encountered because when we operate upon our 
patients, we want to get them back to their rooms 
ir. five or ten minutes and have it said that we did 
the operation so quickly. 

We should keep our patients in the operating room 
until we are fully satisfied that we can go to play golf, 
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or go off for a week and know that that patient won't 
be bleeding. In regard to this tonsillar hemorrhage 
question, I haven’t had bleeding just lately, but I did 
a while ago buy Dr. Boettcher’s instrument, and I 
propose to use it the next time occasion arises. Oc- 
casion has arisen within the past ten years when I 
would gladly have had such an instrument. 

I have a needle forceps that I bought in Germany, 
and it has a male and a female end, carrying a ligature. 
After bringing the bleeding tissue down your ligature 
is made with one sweep of the forceps. Then you can 
tie that very nicely. 

Dr. Boertcuer: I think Dr. Tivnen meant a tonsil 
clutch, not a tonsil forcep. This forcep that I am using 
is not mine, and I have forgotten the name of the man 
who devised it. There certainly can’t be anything 
adverse to ligating a vessel from our standpoint any 
more than for the general surgeon to ligate. 

The biggest trouble I find in the matter of assist- 
ance, is to get some one to give the anesthetic. To do 
that, I have a mouthpiece to which I have attached 
a tube. This tube is not original with me, but the at- 


“taching of the tube to the mouth-gag is, and it also 


make a lip retractor. As@assistant with bellows keeps 
a continuous stream of anesthesia going into the pa- 
tient’s mouth. I used to do a great many cases under 
local anesthesia. This with children is impossible, and 
even adults suffer from shock under local anesthesia 
and it takes them a long while to recover. Now I 
have adopted the general altogether. 

I did give at one time over at the Eye and Ear In- 
firmary the A. C. E. mixture, and we had so many 
cases that got on the borderline, with the new as- 
sistants, that I abandoned it altogether. I did lose one 
patient there from chloroform. Then we quit the A. 
C. E. and took up the continuous’ method 
with ether, and I have seen and operated on many 
people with very crippled hearts, and we never have 
had a bad result of any kind. 

One assistant to give the anesthetic and one to hold 
the patient are really all you need. You can have the 
person that holds the patient do the pumping, and the 
anesthetizer can hold the forceps for you and do the 
retracting. When there are three around the head, 
it is one too many. 

I use a very narrow tongue depressor, not over half 
an inch wide. ° 

The less you have in the mouth, the more you can 
see and the easier it is to do your dissecting. Dr. 
Pollock speaks about the knot-slipping. I can tell the 
doctor what happened. The assistant didn’t turn 
the point of the forcep up enough. If he will turn 
the point of the forcep up a little bit and doesn’t pull 
too tightly on the catgut, he won’t have any trouble. 
You want a catgut heavy enough, so that it will re- 
tain its own loop when you run it down, because you 
push that loop down, you can’t pull it down. As you 
bring it down, if he elevates the tip of the forcep, it 
will drop right down over the tip. 

I can tie two knots before any man can get his 
needle through, under ordinary conditions. 
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SPONTANEOUS PULSATING EXOPH- 
THALMOS* 


G. W. Boor, M. D. 
CHICAGO 


This case, which I first presented to the Chi- 
cago Ophthalmological Society as a case of angi- 
oma of the orbit, is better described as a case of 
pulsating exophthalmos not due to trauma. 
Whether the symptoms were the result of an ar- 
teriovenous aneurism or to dilatation of angi- 
omatous vessels within the orbit, I am unable to 
say. 

Case. A. V., German; female, age 21. Housemaid. 
Single. Consulted me on account of redness and pro- 
trusion of right eye and swelling at the root of the 
nose. She had worn glasses for six years on account 
of headaches. Eight or nine months before consult- 
ing me she noticed that the right eye had become 
bloodshot and that the eye “swelled up” as she ex- 
pressed it. There was no history of trauma, over- 
strain or sickness. The eye was not painful and 
vision with her old correction was 20/20. The right 
eye was more prominent than the left by at least 3 
mm. The conjunctive was reddened opposite the in- 
ner and outer canthi. There was a soft swelling on 
the right side of the nose. A thrill was felt on palpat- 
ing this swelling and a bruit was heard over the whole 
face. The accessory sinuses of the nose did not light 
up well on transillumination but stereoscopic x-ray 
pictures showed nothing abnormal in the sinuses. The 
nasal cavities were normal. 


The fundus of the right eye was normal except for 
an unusual fulness of the veins. She had had a puls- 
ating noise in her right ear for about two years. 
There were large tortuous veins running transversely 
across the right upper lid. 


She was a well developed young woman and showed 
none of the stigmata of hereditary disease. She felt 
perfectly well in every way except for the symptoms 
mentioned. 


She was kept under observation for several weeks 
and during this time the swelling on the right side 
of the root of the nose increased somewhat in size. 
Because of this increase in disfigurement I finally 
ligated the right common carotid on February 27, 
1918, under ether anesthesia. The right side of the 
face became pale immediately and the veins felt less 
full. Most of the swelling beside the nose disap- 
peared immediately also. The thrill disappeared and 
when the patient awoke she stated that the pulsating 
noise she had heard in the right ear for two years 
had disappeared. She was much nauseated from the 
ether and had some headache. After a few days in 
bed she sat up but was somewhat dizzy. She remained 
in the hospital seven or eight days and was discharged 





“Read before the Section on Eye, Eer, Nose and Throat, at 
the 68th Annual Meeting of the Illinois State Medical Society 
at Springfield, May 22, 1918. 
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in excellent condition with all signs of her previous 
disease absent. She went to a convalescent home for 
a month and then went to work. When seen a month 
after the operation the cure seemed to be perfect. She 
had normal vision in the right eye, the swelling at the 
side of the nose was absent and she considered her- 
self perfectly well. 

Of the cases of pulsating exophthalmos col- 
lected by de Schweinitz and Halloway in 1907 
all but 22.7 per cent. were the result of trauma. 


The following spontaneous cases came to au- 
topsy : 

Karplus’. Female. Aged 69, suddenly developed a 
sticking pain in the left side of the head and at the 
same time heard a noise in the left ear. Two days 
later she had a slight ptosis of the left eye and diplo- 
pia. The left globe was sensitive to pressure. Twenty 
days later she had ptosis, slight exophthalmos and a 
loud blowing systolic murmur heard over both sides 
of the head. There was paralysis of the abducens 
and of the external branches of the oculomotor. No 
other cranial nerves were involved. Arteriosclerosis 
was present. The left common carotid was tied and 
cut. The murmur, and exophthalmos disappeared and 
the paresis of the ocular muscles improved. Two days 
after operation she developed heart weakness and 
right sided hemiplegia with aphasia. She died of 
lobar pneumonia on the sixth day. 

On postmortem a ruptured sacculated aneuris of 
the internal carotid 1 cm. long was found in the 
cavernous sinus. The basal vessels were sclerosed 
and the left hemisphere softened. 

Debayle*. Sex and age not given. While suffering 
from malaria had a vomiting attack following which 
the various signs of pulsating exophthalmos appeared 
The internal cartoid was ligated. Following this the 
symptoms gradually disappeared. One month later 
patient died from rupture of aneurism of the carotid 
near the aorta. Autopsy showed a communication be- 
tween the internal carotid and the cavernous sinus. 

Cantonnet and Cerise’. Female. Aged 80. Condi- 
tion developed abruptly with slight pain and rapid 
diminution of vision, headache, vomiting and throbbing 
in the head. Exophthalmos and visible pulsation were 
present on the second day. There was a continuous 
bruit in the periorbital region. There was no surgical 
intervention. Patient died suddenly three weeks after 
the onset of the trouble. Postmorem here was found 
sclerosis of the circle of Willis. The internal carotid 
was dilated at its entrance to the sinus and there was 
rupture of the artery into the outer anterior part of 
the sinus. 

Gruner*. Female. Aged 38. While vomiting dur- 
ing menstruation patient suddenly developed severe 
pain in the left side of the head and left sided pulsat- 
ing exophthalmos. The left common cartoid was tied 
four days later. Patient died five days after the 
operation. At the post mortem there was found 
marked blood infiltration of the cavernous sinus, but 
no rupture of the artery. No abnormalities were 
found in the orbit. 
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In addition to these four cases Reclus* has reported 
the case of a syphilitic female who had a rebellious 
headache for five years. In February, 1906, she de- 
veloped a sudden fever and pain in the head followed 
by bulging of orbit near the nose and with a subjective 
noise like a locomotive blowing off steam. There were 
present on examination exophthalmos, edema, dilated 
veins, pulsation, thrill, bruit, glycosuria and album- 
inuria. The treatment included digital compression 
and injections of gelatinized serum. On account of 
the specific history she was given injections of gray 
oil. This was followed by the disappearance of the 
exophthalmos. The left common carotid was then 
ligated. Patient recovered but was blind in the left 
eye. Forty-four days after the operation she died of 
apoplexy. At the post mortem there was found ar- 
teriovenous aneurism on the left side with thrombosis 
of the cavernous sinus. There was a fresh rupture of 
the carotid into the sinus on the right side. 

Van Duyse®. Male. Aged 22. Proptosis was of 
gradual development for three years before coming 
under observation. Treatment included compression 
of carotid, ligation of right common carotid three 
years after coming under observation and ligation of 
left common carotid sixteen months after ligation of 
right. Patient died one year after last ligation. Post- 
mortem showed cystic fibrosarcoma of ethmoidal 
origin. 

Thus in the spontaneous cases of pulsating ex- 
ophthalmos that came to postmortem four were 
found to have arteriovenous aneurism of internal 
carotid and cavernous sinus. In one case there 
was disease of the cavernous sinus without rup- 
ture being found, and in another fibrosarcoma of 
ethmoida! origin. 

The ages given are 22, 33, 69 and 80. 

Among the causes given for the occurrence of 
spontaneous pulsating exophthalmos are preg- 
nancy, malaria and menstruation; vomiting, 
coughing, straining at stool and straining while 
washing windows; arteriosclerosis, epilepsy, per- 
tussis, typhoid fever, intermittent fever, erysipe- 
las, tumors and orbital defects. 

In my case none of these causes of pulsating 
exophthalmos could be found. There was no his- 
tory of disease, strain, accident or anything else 
to which it could be attributed. There is no sus- 
picion of syphilis. Stereoscopic x-ray plates show 
nothing abnormal. No disease was to be found 
in the nose and she had no nasal symptoms. 

In addition, no unfavorable symptoms fol- 
lowed ligation of the common carotid, and the 
patient appears to be perfectly cured. 

122 S. Michigan Ave. 
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USE POTATOES TO SAVE WHEAT 


“The potato has a place on our food list which 
no other vegetable occupies. It appears on the 
tables of countless families at least once a day, and 
often at all three meals, and is so much a part of 
our daily food that we miss it almost as much as 
we would bread if we have to go without it. Its 
popularity is based on more than accident or cus- 
tom, for it is both palatable and wholesome and 
lends itself to a great many methods of prepara- 
tion; in fact, there are almost endless good ways 
of serving it—baked, boiled, served with meats, in 
soups, in salads, and even in desserts. We are 
learning also to use the cooked potato in making 
bread and cake. That we can use potato partly 
to replace the flour in such mixtures is not sur- 
prising, for the food substance which potato sup- 
plies most abundantly is starch, and it is also 
chiefly because of the starch they contain that 
the world uses cereal grains as breadstuffs. 

“It has become our especial duty to save wheat, 
and it has been found that mashed potatoes can 
be used to replace one-third to one-half the flour 
in many recipes. It has also been found that the 
addition of a small amount of mashed potatoes 
improves the texture of breads and cakes made 
wholly from the wheat substitutes.” 

The quotation above is taken from Circular No. 
106 from the office of the secretary of agriculture, 
Washington, D. C. It contains recipes tested by 
the home conservation section of the U. S. Food 
Administration, and can be secured by writing to 
the secretary of agriculture. 

Circular No. 117 gives recipes for the use of 
corn meal and flour to save wheat. Circular No. 
118 is on the use of oats to save wheat and Cir- 
cular No. 119 contains recipes for the use of rice 
flour to save wheat. 

The world demand for American wheat will con- 
tinue during and long after the war. It therefore 
behooves all of us to use substitutes when possible 
without any loss of energy or food value. By 
following the suggestions of these circulars, a 
great variety in diet can be secured, with its 
double appeal to the purse and palate. 





THE CHILDREN OF AMERICA AND THE 
LIBERTY LOAN 


Back of the trenches of France run our rear-line 
trenches of America. In them every one of us is 
a soldier on duty. The Liberty loan is a service 
in which every man; woman, and child may take 
part. Children may carry the creed of patriotism 
into their own homes. Because of this influence 
a child may help sell Liberty bonds. I hereby ap- 
point very child of school age in the United States 
a soldier of the Liberty loan—W. G. McAdoo. 
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Two Letters 





The Kaiser’s Letter 


To Frau Meter who has lost 
Nine Sons in the present war. 


“Bis Majesty the Kaiser 
hears that pou habe sacri- 
ficed nine sons in defense 
of the Fatherland in the 
present war. Bis Maj- 
esty is immensely gratified 
at the fact, and in recoqni- 
tion is pleased to send pou 
his photograph, with frame 
and autograph signature.” 





Lincoln’s Letter 


To Mrs. Bixby who lost Five 
Sens in the war of the Rebellion. 


“Dear Madam—I have been shown in the 
files of the War Department a statement of 
the Adjutant-General of Massachusetts that 
you are the mother of five sons who have died 
gloriously on the field of battle. I feel how 
weak and fruitless must be any words of mine 
which should attempt to beguile you from the 
grief of a loss so overwhelming. But I can 
not refrain from tendering to you the conso- 
lation that may be found in the thapks of the 
Republic they died to save. I pray that our 
Heavenly Father may assuage the anguish of 
your bereavement and leave you only the 
cherished memory of the loved and lost, and 
the solemn pride that must be yours to have 
laid so costly a sacrifice upon the altar of 
freedom.” —ABRAHAM LINCOLN. 





The Whole Situation in.a Nutshell 
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’ Editorial 





GOOD ROADS BILL 

At the present time various civic bodies and 
state officials are, to say the least, enthusiastically 
boosting the good roads propaganda, hoping to 
get sixty millions of dollars for the building of 
good roads in Illinois. The object is worthy, 
and certainly every doctor would like to see good 
roads over the entire state. THe JouRNAL is not 
going to oppose the plan, but we do wish to call 
attention to two or three relative poin‘s. 

Those loudest in the demand bring out the 
argument that there will be no increase of public 
taxation, but the sixty million dollars will be 
raised from automobile licenses. Sixty million 
dollars is a great deal of money, even in these 
days when people talk mostly of billions. A 
large sum of money will be needed for main- 
tenance. The present license fees but little more 
than maintain the roads as they now are. Many 
people seem to think that the money will be 
raised with the present rate of license fees. Ob- 
viously this is impossible, and it is quite possible 
that the fees may be doubled or trebled. 

This matter was presented gt the Annual 
Meeting to the House of Delegates, which imme- 
diately and with little thought passed a favorable 
resolution. Doctors generally are not collecting 
the fees they have been accustomed to do, and 
they are also buying liberty bonds and thrift 
stamps. 

We do not know what the license fee would 
probably be under such a procedure, but it is 
sure that the doctor is going to need about all 
the money he can get to keep going for the next 
few years. We think it would be an excellent 
plan for the state officials to state what license fee 
would obtain under the proposed plan. 





HEALTH CONDITIONS AT THE 
CANTONMENTS 


Illinois has reason to be thankful for the ex- 
cellent showing made by Camp Grant in the 
annual review of health conditions made by the 
Surgeon General’s office of the War Department 
on September 12th. 

This statement of “disease conditions among 
troops in the United States for the year ending 
August 30th; 1918;” verifies the uniformly fa- 
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vorable health conditions in the weekly reports 
from which this summary is compiled. 

The annual death rate from disease averaged 
6.37 per 1,000 for all troops in the United States, 
and 7.32 for all cantonments. The rate for 
Camp Grant was only. 4.22. 

Annual hospital admission rate for all troops 
in the United States for disease was 1332.4 per 
1,000; for all cantonments the admission rate 
was 1382.9; for Camp Grant only 631.6. 

Average non-effective rate on days of reports 
for all troops in the United States was 40.96; 
for cantonments this rate was 42.17; for Camp 
Grant only 21.13. 

The pneumonia and scarlet fever admission 
rates at Camp Grant were above the average of 
all other departments, but the venereal admis- 
sion rate was less than half that of the depart- 


ments. Malaria admissions at Camp Grant were 
about one-fourth the average for all canton- 
ments, and only about 2 per cent of the admis- 
sion rate at Camp Beauregard, La. 


The report of the Surgeon General is replete 
with medical and sociological data of fascinating 


interest, though it is condensed into four pages 
of tabulations; but to appreciate the data fully 
would require a comprehensive knowledge of so- 
cial conditions throughout the country and the 
effects of race and color on the personnel of the 
troops—and no word on either subject appears 
in the report. 

The deplorable epidemic of influenza began 
at several cantonments just as the annual report 
was issued. For the period Sept. 13 and Oct. 3, 
the U. 8. Public Health Service reported 113,737 
cases of influenza at the army camps with 8,575 
cases of pneumonia, of which 2,479 died. 





SELECTIVE SERVICE COMMITTEE, 
CHICAGO ASSOCIATION OF 
COMMERCE 


The Chicago Association of Commerce has 
created a Selective Service Committee to assist 
its members and the District Boards in the diffi- 
cult task of reviewing industrial deferment claims. 

These committees will also lend their assistance 
to non-members who wish to avail themselves of 
this service. 

The undersigned committee, to whom matters 
concerning Physicians, Dentists, Osteopaths, Op- 
tometrists, Hospitals, Sanitariums, X-Rays and 
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Pathological Laboratories may be referred, holds 
regular meetings daily at 5 P. M., at the office of 
the chairman, Dr. Martin M. Ritter, 1819 Mar- 
shall Field Annex, from whom blanks covering 
information may be obtained. 

Should you have occasion to require the services 
of this committee, you may present your claim at 
the time and place above mentioned. Further in- 
formation may be obtained by calling Central 
2964. 

Yours very truly, 
Dr. Martin M. Rirrer, Chairman. 
Dr. Cassius C.. RoGErs. 
Dr. Nosie M. EseRHAkt. 
Dr. Cuas. H. Dopeas. 
Dr. Frep W. Gace. 





EXAMINATIONS FOR THE MEDICAL 
CORPS, U. S. ARMY 


The Secretary of War authorizes the_follow- 
ing statement: 

“Orders issued by the War Department on 
Aug. 8, suspending further volunteering from 
civil life, ete., do not apply to the enrollment of 
physicians in the Medical Corps of the Army. 
It is the desire of the War Department that the 
enrollment of physicians should continue as ac- 
tively as before, so that the needs of the Army 
may be effectively met.” 

Newton D. Baker, 
Secretary of War. 

The Surgeon General invites the members of 
the Illinois State Medical Society to appear be- 
fore the Examining Board for recommendation 
for commissions in the Medical Corps of the 
Army. 

Communicate with the undersigned for further 
information. 

Major E. J. Doering, M. C., 

President Board of Examiners, U. S. Army, 

81 East Madison St., Chicago. 





THE GRIEVANCE COMMITTEE 


On Tuesday evening, September 10th, the 
Grievance Committee, consisting of some forty 
men, met at the City Club to discuss matters 
of importance to the Society. They had as their 
guests Dr. Shepardson of the State Board of 
Registration, Mr. Conroy, an investigator for 
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the Board, and Mr. Folonie, attorney for the 
State Medical Society. 

Dr. Glenn, the chairman of the committee, 
outlined the purposes of the Committee and the 
work which it had done during the past year. 
He indicated that he had been very busy on 
many matters of importance to the profession 
of which they were not as yet cognizant. During 
the winter it is hoped that Dr. Glenn and his 
committee will make a more extended report to 
the Society. He expressed the wish that mem- 
bers of the Society would not hesitate to send in 
complaints or points of grievance, and that they 
would let it be known amongst the lay people 
that such matters would be welcomed from them. 

He then introduced Dr. Francis Shepardson, 
who gave us a very interesting talk on the work 
which the State Board of Registration was doing 
toward the cleaning up of the profession, both 
from quacks and from illegal or irregular prac- 
titioners. It was a surprise to the Committee to 
learn how much had been done, how many of 
these people have been stopped practicing, and 
how much information they were gathering which 
would help in future work. He made a plea for 
the registration of all doctors in the state, on 
the basis that it would be of great assistance to 
the Board in clearing up the irregulars. He 
could not understand why there should be any 
opposition to it. He could not see why the great 
and noble profession of medicine should not be 
safeguarded, just as much as any of the trades. 
He hoped that he would secure the backing of 
the profession in his endeavor to have this law 
passed. 

Mr. Conroy, investigator for the Board, was 
next called upon, and admitted that he was very 
reluctant about telling of any of his methods 
of securing information. He hoped that al- 
though we had met him face to face, if he called 
upon us in our offices, we would not be reticent 
about giving information that he desired. It 
would seem that the Board had a very efficient 
investigator in the person of Mr. Conroy. 

Mr. Folonie, when called upon, urged the 
members of the Grievance Committee to endeavor 
to get greater publicity for their committee, in 
order that the members of the profession would 
send their grievances. He urged very strongly 
that this committee would change its method of 
procedure in these cases and that it would en- 
gage a prosecutor to relieve it of part of ite re- 
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sponsibility. He believed that a committee would 
not do its best work if it acted as attorney, judge, 
and jury. He very kindly offered his services 
if the Committee felt they could use them. 

The subject was then thrown open for dis- 
cussion and many of those present took part. 
Dr. Pusey, Dr. MacKechnie, Dr. Schaeffer, Dr. 
Stuart and others took an active part, and drew 
from Dr. Shepardson much information in re- 
sponse to their queries. We hope in the early 
fall to have a public meeting of the Society at 
which Dr. Shepardson will prove the chief at- 
traction. 





NOTICE TO MEDICAL OFFICERS 


All physicians who have received commissions 
in the Medical Corps are requested to meet in 
Room 1006, City Hall, every Tuesday and Fri- 
day, 8:30 p. m., for the drill and instruction. 





PUBLIC SERVICE FOR THE INSANE IN 
TIME OF WAR 


During the year and a half since the United 
States went into War, there has been a veritable 
revolution in American Medical affairs. It is 
uncertain yet how far this revolution will go and 
what will be the end. Of our ninety-five thou- 
sand regular practicing physicians, not far from 
one-third have already entered military or naval 
service. Some good sized communities have al- 
ready lost every young, able-bodied physician not 
an alien enemy. Others are sure to follow, until 
we will be in the condition of England and 
France in 1916. 

Our institutions for the insane were gener- 
ally supplied with about as many physicians 
per population before the war, as the healthy, 
prosperous village of the same size. The changes 
during the year and a half of war have been try- 
ing to the Administration. Most of the civil 
service young men not cripples or burdened with 
dependents, have already gone into Service. The 
extension of the draft age will take a lot more. 
The number of insane has not diminished. The 
management of our institutions has not under- 
gone any parallel revolution. To complicate con- 
ditions still further, the nursing has been em- 
barrassed by the same sort of depletion of both 
female and male nurses and guards. The other 
departments of service have suffered. With in- 
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creasing prices of all the necessities of life, in- 
creasing appropriations are not available. One 
superintendent recently wrote that he had not 
engaged in the practice of medicine but in pro- 
motion of agriculture, with lunatics for farmers 
and gardeners. The bulk of the work in the 
State Institutions, in which previously only a 
small amount of the labor was performed by the 
patients, is now performed by patients with scant 
and untrained supervision, and with no con- 
sideration for therapeutic employment and re- 
education. But this condition is better than de- 
teriorating idleness, with squad walking once, 
and at best twice a day. 

There are at least 140,000 dementia praecox 
patients in the institutions of the United States. 
In South Dakota seventy per cent of all patients 
are thus classified, and in New York, fifty-two 
per cent. Their averagé life after commitment, 
is fifteen years. More than half of them die of 
pulmonary tuberculosis. The institutions for the 
insane in the United States are of one sort or 
fashion. The only classification is in cottages 
or pavilions under one management. It would 
be possible to have rural colonies for the de- 
mentia praecox patients who could be profitably 
employed in producing agriculture. These pa- 
tients who were thrown out of electric lighted, 
steam heated, many storied pavilions by the San 
Francisco earthquake, made for themselves shel- 
ters with the refuse of the old buildings, and 
though silent, inactive and dilapidated before, 
cooked and cared for themselves for months un- 
til removed into new buildings put up for them 
by contractors. Then their improvement came 
to an end and they relapsed into inactivity and 
progressive deterioration. 

When school children are raising millions of 
dollars worth of truck in gardens on unused city 
lots, a goodly portion of the 280,000 insane could 
be placed in such rural colonies as that which 
flourished for nearly six hundred years at Gheel 
in Belgium, and for shorter periods in various 
parts of France. In order to bring about the 
productive therapeutic employment of the insane 
certain essential conditions must be met. 

1. A rural community must be established on 
public lands, every member of which community 
must be an educated agriculturist trained not 
alone to cultivate the products of the soil in 
the largest quantity and best quality, but also, 
and more especially, to secure the greatest thera- 
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peutic result both physically and mentally for 
every workman by such cultivation. 

That is to say, every farmer must be an 
agriculturist, an educator and a hygienist. This 
is not beyond possibility. When the public do- 
main was used in New Zealand for the coloniz- 
ing of workmen thrown out of employment by 
machines, such conditions were established for 
their benefit and whole villages were planted 
from the cities in tutelage of “social agricultur- 
ists.” In Gheel families grew up to care for 
various classes of the insane and the community 
life was adapted to their social education and 
entertainment. 

2. Each rural colony would require one per- 
manent medical superintendent of the highest 
order. He would need to possess more than a 
velleity for betterment and cure; he must be 
ebullient with a determination not to produce 
more and better corn per acre, more and better 
wheat per acre, more and better stock per acre, 
but to promote the physical, the intellectual and 
the social health of his patients, and to return 
them in greater numbers and in better condi- 
tion, to the families and the communities from 
which ‘they came. It is doubtful if the civil 
service methods now in vogue could select such 
men, but they would appear and develop as the 
opportunity presented itself. 

3. The colony should resemble as closely as 
possible, the ideal village life of today. It should 
be in no sense an institution, and connected with 
the existing institutions only through the su- 
perintendent. If the patient is to be returned 
to home conditions he should be re-educated as 
far as possible in the life he must live at home. 
This is done for the tuberculous patient in the 
best of our sanitariums for this disease. It is 
the practice of the rehabilitation hospitals in 
Italy, France and England, and the principle 
could be applied to the insane. The architect 
and the engineer can make or break the possi- 
bility of of this realization. 

The establishment of rural colonies would not 
only eliminate a large portion of the institu- 
tional diseases from the patients—tubercul@is, 
pellagra and beriberi, but it would give to the 
State Hospitals a possibility of becoming hos- 
pitals in fact, where the physicians and attend- 
ants might become alert for cure. Now the bur- 
den of routine paralyzes all investigation. The 
business of custody results in official pessimism 
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as to cure and the value of research. Words, 
names, adages and formulae displace observation, 
comparison, experiment and research. The pa- 
tients are legally committed. There is no human 
sympathy between physician class and patient 
class. The State Hospital is an institution— 
immutable, unchangeable and cannot sin. Woe 
to the man or woman who enters the service of 
the State Hospital determined on investigation, 
experiment and research for etiology, pathology 
and cure, or any one of these. 

In the State of New York, with its great sys- 
tem of Hospitals for the insane, and 38,000 com- 
mitted patients, of whom fifty-two per cent were 
cases of dementia praecox, costing not less than 
four million dollars a year for custody alone, sev- 
enteen of these patients were discharged during 
the year as recovered. The conditions elsewhere 
are about the same. The present keepers of the 
insane, with the present single standard institu- 
tional life, are consistently pessimistic, of the 
cure of dementia praecox. (Jellife and White.) 

With the demand for labor and the need of 
cultivating every inch of land as well as saving 
every individual, it does not seem unreasonable to 
undertake at this time to segregate those demen- 
tia praecox cases that could be expected to do 
profitable work in rural colonies under re-edu- 
cational, social conditions. B. H. 





UNITED STATES ‘PUBLIC HEALTH SERVICE 
RUPERT BLUE, SURGEON GENERAL 
EPIDEMIC INFLUENZA 

(SPANISH INFLUENZA) 


Supplement No. 33 to the Public Health Reports 
September 27, 1918 


An acute infectious disease (epidemic influenza) has 
prevailed in Europe this year similar in many respects 
to the disease which prevailed in pandemic form in 
the winter of 1889-90. It seems probable that in 1918, 
as in 1889-90, the earliest appearance was in eastern 
Europe. By April cases were occurring on the western 
front. In Spain, according to reports, 30 per cent of 
the population were attacked in May. The 1889 epi- 
demic, starting in northern Europe, also fell heavily 
on Spain; the present ruler, then 3 years old, being 
one of the first attacked in Madrid. The King of 
Spain is said also to have been attacked in the present 
epidemic. The epidemic of 1918 was at its height in 
Germany in June and July. It has appeared in prac- 
tically every section of Europe. In England the epi- 
demic prevailed in May, June, and July. 

Outbreaks have been reported from various sections 
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of the United States, but the spread has been by no 
means so rapid as in 1889, when the disease’ occurred 
in America almost simultaneously with its appearance 
in western Europe. 

In the absence of a clean-cut symptomatology, dis- 
tinct from that of other diseases, and of any criterion, 
such as a proved causative organism, demonstrable in 
the tissues of the patient or his discharges, it is difficult 
to make diagnosis in individual cases apart from an 
intense prevalence of the disease. It is likewise im- 
possible for us to assert or deny the unity of this 
epidemic with that of 1889-90. The marked difference 
in season is notable. In 1889 the first outbreak occurred 
in St. Petersburg during October; in Berlin and Paris, 
during November; in Brussels, Copenhagen, London, 
Vienna, Rome, Madrid, Boston, New York and Phila- 
delphia, during December, persisting in each place for 
one or two months. In 1918 the heavy incidence has 
been in summer, but the duration in any one focus, 
the general character of the disease, its tendency to 
spread along routes of travel, and the enormously high 
case incidence have been similar in the two pandemics. 

The identity of the present outbreak with outbreaks 
in other years is even more uncertain. 

Hippocrates and Livius refer to an epidemic in 412 
B. C., which is regarded by many to have been influ- 
enza. Since ancient times, epidemics somewhat similar 
to the present outbreak have been recorded in the 
twelfth and thirteenth centuries, 4 in the fourteenth, 
5 in the fifteenth, 8 in the sixteenth, including the pan- 
demics of 1510 and 1580, 8 in the seventeenth, 20 in 
the eighteenth, and 14 in the nineteenth century, in- 
cluding the pandemics of 1831, 1833, 1837, 1847-48, and 
1889-90. After the pandemic of 1847-48, there appears 
to have been a considerable pause before the pandemic 
of 1889-90 appeared “like a thunder cloud from the 
east,” as Beck puts it. Following this pandemic, high 
incidence of epidemic influenza was reported during 
the winters of 1891 to 1894, 1907-8, and 1915-16. 

The symptoms in the present pandemic have been 
an acute onset, often very sudden, with bodily weak- 
ness, and pains in the head, eyes, back, and elsewhere 
in’ the body. Vomiting may be a symptom of onset 
and dizziness is frequent. Chilly sensations are usual, 
and the temperature is from 100° to 104°, the pulse 
remaining comparatively low. Sweating is not infre- 
quent. The appetite is lost, and prostration is marked. 
Constipation is the rule. Drowsiness and photophobia 
are common. The conjunctive are reddened, and the 
mucous membrane of the nose, throat, and bronchi 
often give evidence of inflammation. The general 
symptoms, however, predominate over the local. Cer- 
vical and general lymphadenitis and nystagmus have 
been reported to be very frequent by certain observ- 
ers. Characteristically, there is no leucocytosis during 
the height of the fever, so that a high white count 
during the first 60 hours is indicative of another dis- 
ease or of complication. The fever usually lasts from 
three to five days; but relapses are not uncommon, 
and complications, particularly pulmonary, are to be 
feared. The death rate is usually given as extremely 
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low; but in the latter periods of an outbreak an in- 
creased number of deaths, presumably due to compli- 
cations, has been reported in Spain and in the United 
States. Besides bronchitis and pneumonia, inflamma- 
tion of the middle ear and cardiac weakness may 
follow the disease. . 

Epidemic influenza may vary in type in different 
places; thus diarrhea was said to be frequent in Spain. 
It is to be supposed that in some places aberrant types 
may be found, but, in the absence of a definite cri- 
terion for diagnosis, it is impossible to affirm this with 
certainty. 

In its onset, epidemic influenza may simulate almost 
any of the acute infectious diseases, but in the civil 
population it must be differentiated chiefly from an 
ordinary coryza or bronchitis, from cerebrospinal 
fever, and from such conditions as the glandular fever 
of children. In the usual coryza or bronchitis the gen- 
eral symptoms are by no means so severe or so sud- 
den in appearance as in epidemic influenza, and the 
spread of these infections through a community is 
not so complete. Even in the absence of an outbreak 
of epidemic meningitis, the symptoms mentioned as 
typical of influenza, if combined with a stiff neck or 
Kernig’s sign, would justify a lumbar puncture. A 
negative result with the lumbar puncture or the ab- 
sence of a leucocytosis would indicate that meningitis 
was not present. Glandular fever is limited to chil- 
dren; other ephemeral fevers -have not occurred in 
widespread fashion. The short course of the fever 
(always less than seven days) in uncomplicated influ- 
enza is thus an aid in diagnosis. 

The incubation period is probably as a rule very 
short, though with such universal prevalence this is 
hard to verify. All ages are attacked, young active 
adults being especially susceptible. In Germany there 
has been such a preponderance of cases among the 
young that it is supposed that the 1889 epidemic con- 
ferred an immunity on most of those at present over 
3¢ years of age. This has not been observed elsewhere. 

All evidence points to human contact as being the 
means of spread, and from the local symptoms it has 
been assumed ‘that the nose and throat have been the 
points of egress of the virus and the points of inocu- 
lation. There is nothing to show that other animals 
have any part in carrying the disease. 

Discussion as to the etiology of the disease has been 
chiefly concerned with the question whether the influ- 
enza bacillus of Pfeiffer (1892) is the specific causa- 
tive factor. This organism offers difficulties in recog- 
nition, cultivation, and identification, and it may be 
that the failure to find it in the last pandemic and the 
failure of many bacteriologists of standing to demon- 
str@e it im the present pandemic are due to these diffi- 
culties. is certainly found outside of epidemics, 


and we can not regard its absence at present as indi- 
cating that the disease is not epidemic influenza. For 
the present the diagnosis must be clinical rather than 
bacteriological. Streptococci and other diplococci, some 
similar to or identical with the micrococcus catarrhalis, 
have been reported as very frequent in the nose and 
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throat of patients. Pneumococci and bacilli of the 
Friedlaender group have been found in complicated 
cases. The mere predominance of a certain organism 
in the respiratory tract can not be accepted as proof 
that it causes the disease. It may be that the actual 
causative factor is a filterable virus. 

The treatment is symptomatic. On account of car- 
diac weakness, rest in bed should be prolonged after 
defervescence in proportion to the severity of the case. 
Attention to cleanliness of the mouth, adequate venti- 
lation, avoidance of exposure to cold, and isolation 
from those who may be carriers of virulent pneu- 
mococci and streptococci are measures advisable to 
prevent complications. Aspirin or similar remedies 
may be used to relieve headache and general pains. 
Watch should be kept for complications, and cases 
should not be discharged too early. 

Crowded offices, and particularly street cars, are 
potent factors in the spread of the disease. In Berlin 
the street car conductors showed an exceptionally high 
incidence. The avoidance of street cars and of crowds, 
where possible, is therefore to be urged during an 
epidemic, although the disease is too mild to make it 
advisable to stop all the activities of a city. To pre- 
vent the transportation of the influenzal virus to the 
well and possible causes of complications to the sick, 
masks for sick-room attendants are advisable. The 
organism is probably short livéd outside the body, and 
attention should be directed toward keeping people 
apart rather than toward the disinfection of things, 
aside from the precautions of general cleanliness. The 
spread of streptococcus pneumonia in military camps, 
and the fear that with the advent of cool weather 
severe pulmonary complications will follow influenzal 
attacks more frequently than during the past summer, 
indicate the urgent need for the adoption of more 
stringent precautions to prevent such complications 
than have been customarily taken hitherto. 

The most dangerous form of human contact in the 
presence of epidemic influenza is, in all probability, 
that with coughers and sneezers. Coughing and sneez- 
ing, except behind a handkerchief, is as great a sani- 
tary. offense as promiscuous spitting, and should be 
equally condemned. 





AMERICAN PUBLIC HEALTH ASSOCIATION 
MEETING 

During this present year of 1918 Chicago has been 
the scene of many notable, important and nation-wide 
gatherings. But of all these, none perhaps will hold 
a higher place in the public’s interest and value than 
will the forthcoming Forty-sixth Annual Meeting of 
the American Public Health Association, which will be 
held in Chicago, October 14-17. (Date may be 
changed—look for announcement in daily papers.) 

As will be readily understood from its title, the 
American Public Health Association includes in its 
membership public health officials and sanitary engi- 
neers int the United States, Canada, Mexico and the 
South American countries. 

An idea of the importance and character of the 
sessions may be had by a glance at some of the more 
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prominent features that will be presented during the 
four-day program. 

There will be the presidential address by Chas. J. 
Hastings, M. D., of Toronto. 

“Team Play for Public Health,” by Geo. E. Vincent, 
president of the Rockefeller Foundation, New York 
City. 

W. C. Gorgas, Surgeon General of the U. S. Army, 
will also deliver an address on some subject of timely 
and nation-wide importance as affecting our success- 
ful prosecution of the war. 

Victor C. Vaughan, Colonel of the Medical Corps, 
N. A., will discuss “The Preservation of the Health 
of the Civil Population During the War.” 

Major Wm. H. Welch, Medical Corps, N. A., will 
present “Some Public Health Problems and Duties 
Created by the War.” 

Frederick L. Hoffman, Ph. D., the widely known 
statistician of the Prudential Life Insurance Company, 
will present some statistical and historical evidence 
showing the accomplishments of public health work. 

Ernest S. Bishop, Professor of Clinical Medicine, 
New York University and Bellevue Medical College, 
will discuss the war-time importance of narcotic drug 
addictions. 

Among the Chicago physicians who will take part 
in the program are W. A. Evans, M. D., who will 
present a plan for the reorganization of the American 
Public Health Association, and Dr. John Dill Robert- 
son, who will present a paper on Venereal Diseases. 
Other speakers in the section of Public Health Ad- 
ministration will be Dr. S. Josephine Baker of the 
Department of Health, New York City, who will dis- 
cuss “War and the Conservation of Child Life.” An 
interesting and no doubt instructive paper will be of- 
fered by Dr. Paul B. Brooks, of the State Depart- 
ment of Albany, N. Y., on “Scoring of Health Activi- 
ties in Cities.” No doubt the purpose of this paper is 
to present a careful study of the value of public health 
activities as affecting the sickness and death rates of 
large centers of population. 

In the Sociological Section there will be a round 
table discussion of the “Effect of the High Cost of 
Living on Public Health.” The leaders of this dis- 
cussion will be Dr. John Dill Robertson, Commis- 
sioner of Health of Chicago; Louis Harris, M. D., 
Bureau of Preventable Diseases, New York City, and 
E. R. Kelley, M. D., State Commissioner of Health, 
Boston, Mass. In this section also Miss Julia Lathrop, 
Director of the Federal Children’s Bureau, Washing- 
ton, D. C., will give her views on the relation of wages 
to infant mortality. 

In the section of Industrial Hygiene Dr, Frederick 
M. Hoffman, of Newark, N. J., will offer his views 
on “The Problem of Organic Dust in the Modern 
Industries”; while J. W. Schereschewsky, M. D., of 
Washington, D. C., will give his views on “The Prob- 
lem of Industrial Poisons”; and Elizabeth B. Bricker, 
M. D., of Harrisburg, Pa., will discuss “The Problem 
of Women in Industry.” A subject of paraniount in- 
terest at this time is the “Problems of the War Indus- 
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tries as Affecting Explosives, Textiles, Dyes, Metals 
and Shipbuilding.” These will be presented for dis- 
cussion by the following leaders: 

W. G. Hudson, M. D., Wilmington, Del.; L. J. 
Lanza, M. D., Pittsburgh; Alice Hamilton, M. D., of 
Chicago; Loyal A. Shoudy, M. D., Bethlehem, Pa., 
and Lieutenant-Colonel Philip S. Doane. 

Closely allied, and in fact an important factor in 
the problem of industrial hygiene, is that of Proper 
Housing of Industrial Workers. This will be dis- 
cussed by Dr. Royal Meeker of Washington, D. C., 
and Professor C. E. Clewell of Philadelphia. 

In the section of Sanitary Engineering, a public 
activity inseparably allied with public health work, a 
comprehensive and interesting program for the va- 
rious sessions will be presented. Mr. Geo. S. Web- 
ster of Philadelphia is chairman of this section. Mr. 
Webster has served for thirty years with the Bureau 
of Surveys in Philadelphia, retiring only about two 
years ago to become Chief Engineer of the Depart- 
ment of Docks and Ferreys. He is perhaps one of the 
most notable municipal executives in the sanitary en- 
gineering work in this country. 

Mr. Edwin A. Fisher of Rochester, N. Y., is vice- 
chairman and will be in active charge of this year’s 
program at the convention. He was for many years 
City Engineer of Rochester and is now serving as 
Consulting Engineer. 

Lieutenant-Colonel P. S. Doane, Chief of the De- 
partment of Health and Sanitation of the U. S. Ship- 
ping Board, will present a paper describing the work 
of this Department. Col. Doane is a Chicago physi- 
cian who offered his services to the government im- 
mediately after the declaration of war. For the past 
year he has been detatiled on the important task of 
protecting the health of the army of ship builders 
throughout the United States. 

A well-known veteran in the field of Sanitary En- 
gineering is Rudolph Hering, who will attend the con- 
vention as a member of the Committee on Refuse Col- 
lection and Disposal... It will be remembered that 
Mr. Hering was the originator and designer of Chi- 
cago’s Sewage Disposal Project; having been em- 
ployed by former Mayor Carter H. Harrison, Sr., in 
1887, as Chief Engineer of the Drainage Commission, 
which recommended the construction of the present 
Drainage Canal. 

Geo. W. Fuller, the well-known engineer of New 
York City, will read a paper entitled “Recognition 
Given Sanitary Engineering Work in Government 
War Activities.” 

In addition to these mentioned, there will be va- 
rious committees on air, water supplies, sewage and 
refuse disposal. Papers and discussions on these 
subjects will be presented and participated in by 
such well-known engineers as Edw. E. Wall, Chief 
Engineer of the St. Louis Water Works; Richard 
T. Fox, Head of the Citizen’s Street Cleaning Bureau 
of Chicago; H. A. Whittaker, State Sanitary Engi- 
neer of Minnesota, and many others. 

It will be seen from a reading of the more notable 
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features of the session, which have been mentioned, 
that far-reaching results along the lines of public 
health conservation are liable to come out of these 
gatherings. 

With the exception of the sessions for the discus- 
sion of technical subjects, it is understood that the 
general public or those interested will be admitted up 
to the seating capacity of the halls or rooms in which 
the sessions are held. Detailed information as to 
the time and places where the general sessions will 
be held will be given later. 

It is expected that there will be a large attendance 
of public health and social welfare workers and in- 
cluding also those in the field of sanitary engineering 
from all over the country. 

September 20, 1918. 





In connection with the forthcoming sessions of the 
American Public Health Association, it will be of 
interest to note that Surgeon General Rupert Blue 
has accepted the invitation of the Association to pre- 
sent his ideas of enforcing President Wilson’s execu- 
tive order, placing special war health activities as 
affecting the civilian population of the United States 
under the supervision of the Secretary of the Treas- 
ury. Surgeon General Blue will be assisted in this 
work by Assistant Surgeons General Schereschewsky, 
McLaughlin and Warren. As now planned the en- 
tire session of Tuesday evening, October 15th, will be 
given over to the discussion of these war health meas- 
ures. It can readily be understood that this Tues- 
day evening session will be one of prime importance 
and it is expected that it will be largely attended. 

A letter from the American Public Health Asso- 
ciation, addressed to the mayors of the important 
cities throughout the United States, referring to the 
meetings of the Public Health Association to be held 
in Chicago, October 14-17, has already been sent out, 
and it is expected that the municipal executives, thus 
addressed, will see to it that the Health Departments 
of their cities are properly represented at these meet- 
ings ; especially is it important that the municipal health 
officers should hear what Surgeon Generals Blue and 
Gorgas will have to say to the Association on matters 
vitally concerning public health ‘conservation at this 
time. 





MOBILIZATION OF WOMEN PHYSICIANS 
FOR ANESTHETIC SERVICE. 


Every effort is being made to keep war surgery at 
topnotch efficiency and to provide every wounded 
American doughboy with safe, rapid and comfortable 
anesthesia, both at the front and in the hospitals in 
Blighty. 

In this connection the following telegram is self- 
explanatory : 


(Copy) 
Washington, D. C., Sept. 18. 
Dr. F. H. McMechan, 
Avon Lake, Ohio. 
Proceed at once to secure qualified women physi- 
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cian anesthetists under 45 years of age, of mental 
poise, as well as young women graduates, who are 
competent for such service. 
(Signed) Dr. Frankirn Martin, 
Dr. Emma Wueat GILLMoRE, 
Chairman, Women Physicians’ Committee, 
Council National Defense, Medical Section. 
Those women physicians who are qualified for anes- 
thetic service and who are competent to be intensively 
trained are requested, at once, to get in touch with 
Dr. F. H. McMecuan, Sec’y, 
Interstate Anesthetists, 
American Anesthetists, 
Avon Lake, Ohio. 





VOLUNTEER MEDICAL SERVICE CORPS. 

The central governing board of the Volunteer Medi- 
cal Service Corps of the Council of National Defense 
announces that the Illinois State Executive Committee 
of the Volunteer Medical Service Corps is comprised 
of the following doctors: 

Carl Black, M. D., chairman, Jacksonville. 

Joseph P. Cobb, M. D., secretary, 2811 Cottage 
Grove Ave., Chicago. 

Clarence A. Earle, M. D., Des Plaines. 

A. Augustus O’Neill, M. D., 4607 Champlain Ave., 
Chicago. 

William L. Noble, M. D., 32 N. State St., 

Thomas J. Watkins, M. D., 
Chicago. 

D. A. K. Steele, M. D., 30 N. Michigan Ave., Chi- 
cago. 

W. A. Evans, M. D., 7 S. Dearborn St., Chicago. 

L. L. McArthur, M. D., 122 S. Michigan Ave., Chi- 
cago. 

The purpose of this committee is to co-operate 
with the central governing board in prosecuting all 
activities pertaining to the mobilization and enroll- 
ment of members of the Volunteer Medical Service 
Corps throughout the state. 

The central governing board of the Volunteer Medi- 
cal Service Corps also authorizes the appointment of 
one county representative in each county in every 
State of the Union. The county representatives for 
Illinois are as follows: 


Chicago. 
104 S. Michigan Ave., 


ILLINOIS. 

County Name Street City 
Adams—Dr, L. A. H. Nickerson........... Quincy 
Alexander—Dr. W. E. Grinstead............. Cairo 
Bond— 

Boone—Dr. George Markley............ Belvidere 
Brown—Dr. E. E. Allworth............. Mt. Sterling 
Bureau—Dr. Blackburn...............-++: Princeton 
Cosethentnt...e, Kg Re <2 cv enconscessntin Shannon 
Comment, Be Th. BR 8. di. ean rmebaeecutncns Virginia 
Champaign—Dr. C. B. Johnson.......... Champaign 
Clark— 

Clay— 

Clinton— 


Coles—Dr. O. W. Ferguson.............. Mattoon 
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Cook—Dr. T. A. Davis, 2344 W. Jackson Blvd..Chicago 
Dr. J. C. Stubbs, 2026 W. 2ist St..... Chicago 
> Dr. C. A. Buswell, 4455 N. Ashland Av.Chicago 
34 Dr. W. J. Yeakel, 4207 N. Keeler Ave. .Chicago 
* Dr. C. P. Caldwell, 4427 Michigan Ave..Chicago 

- Dr. C. H. Miller, 6301 Cottage Grove Ave., 
i ae rh hn IRs ei egy Chicago 
’ Dr. O. J. Freer, 81 E. Elm St......... Chicago 
“ Dr. J. A. Davidson, 1601 W. Grand Av..Chicago 
. Dr. W. A. Kuflewski, 1368 N. Robey St..Chicago 
Dr. N. W. Bacon, 7321 Princeton Ave. .Chicago 
: Dr. W. T. Harsha, 932 E. 44th St..... Chicago 

J 


. W. Kelly, 159 E. 111th St...... Chicago 
* Dr. A. L. Blackwood, 3004 E. 92nd St. .Chicago 
* De. J. F. Schetaber. ..<00s.0.%: Chicago Heights 
. Dr. M. C. Bragdon, 1709 Chicago Av. . Evanston 
; S ee eRe Hubbard Woods 

4 Dr. A. M. Corwin, 801 South Blvd...Oak Park 
Crawford— 


Cumberland— 

Digmaernre, Cy Da CRRGGE, 2.0.20 ccccsnscsetoes DeKalb 
Douglas— 
ee. Ok nc aden} wemnaie Paris 
Edwards—Dr. W. E. Buxton........... W. Salem 
Effngham—Dr. F. W. Goodill........... Effingham 
Fayette—Dr. George Green............... Vandalia 
Ford—Dr. S. N. Wylie.............-.eee008 Paxton 
Franklyn— 

Fulton—Dr. J. E. Coleman.................: Canton 
Gallatin—Dr. J. W. Bowling........... Shawneetown 
Greene—Dr. H. W. Chapman......... .. Whitehall 
Grundy—Dr. W. E. Walsh..............455. Morris 
Hamilton—Dr. W. W. Hall...... ...«.McLeansboro 
Hancock— 

Hardin—Dr. W. J. Paris.................. Rosiclare 
Henderson—Dr. W. J. Emerson............. Lomax 
Henry—Dr. W. D. Hohmann.............. Kewanee 
Iroquois—Dr. D, W. Miller.................- Gilman 
Jackson—Dr, H. C. Mitchell............. Carbondale 
Jasner—-i0e,.. J, P.. . FROGS» 000 ovss vewe eds Newton 
Jefferson— 

Jersey—Dr. H. R. Cledhill............... Jerseyville 
Jo Daviess—Dr. T. J. Stafford........... Stockton 
Johnson— 

Rete... CM: Cabell, .ngaceceocececcnas Aurora 
Kankakee—Dr, G. M. Phelps............. Kankakee 
Kendall—Dr. R. A. McClelland.......... Yorkville 
Keene, 1... Bh “ROGeOG. 0.ce csesctesics Knoxville 
Rabteomee, 2. C.. Bees stésdcccecvcese Waukegan 
LaSallie—Dr. E. W. Weis.......cccecceceses Ottawa 
Lawrence—Dr. E. M. Cooley.......... Lawrenceville 
Livingston—Dr. J. A. Marshall............. Pontiac 
Logan—Dr. T. M. Erving...............-++. Lincoln 
McDonough—Dr. R. F. Marrs.............+. Sciota 
McHenry—Dr. Hyde West............... Woodstock 
McLean—Dr. W. E. Guthrie........... Bloomington 
Macon—Dr.- William Barnes................ Decatur 
Macoupin—Dr. G. E. Hill.................0+. Girard 
Madison—Dr. C. W. Fiegenbaum..... Edwardsville 
Marion— 

Marshall— } Dr. G. F. McCormick....... Hennepin 
Putnam— 
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Mason—Dr. C. W. Cargill 

Massac—Dr. J. A. Helm 

Menard—Dr. A. L. Britton 
New Windsor 
Waterloo 
Hillsboro 
Jacksonville 


Monroe—Dr. L. Adelsberger 
Montgomery—Dr. G. A. Clotfelter 
Morgan—Dr. E. F. Baker 
Moultrie— 

Ogle—Dr. J. T. Kretzinger 
Peoria—Dr. O. B. Will 

Perry— 

Piath—Dr. St. Clair France 
Pits—Dr. W. E. Shasted 

Pope— 

Pulaski—Dr. L. F. Robinson 
Randolph—Dr. A. E. Fritze 
Rock Island—Dr. G. L. Eyster 
Salline—Dr. M..D. Empson 
Saugamon—Dr, E. E. Hagler 
Schuyler—Dr. A. W. Ball 
Geete—De, F. Wels. .ciccapoo--s>- 
Shelby—Dr. 

St. Clair—Dr. G. F. Wiggin 
Stark—Dr. J. R. Holgate 
Stevenson—Dr. J. W. Staley 
Tazewell—Dr. W. Niergarth 
Union—Dr. S. C. Martin 
Vermilion—Dr. O. W. Ferguson 
Wabash—Dr. P. G, Manley............... Mt. Carmel 
Warren— 

Washington— 

Wayne—Dr. T. J. Williard 

White—Dr. J. T. Legier 

Whiteside—Dr. J. F. Keefer Sterling 
Will—Dr. Minnie F. Bowles................. Joliet 
Williamson— 

Winnebago—Dr. W. F. Fitch Rockford 
Woodford—Dr. W. A. Millard............. Minonk 


Rock Island 
Galatia 
Springfield 

... Rushville 
......Manchester 
Shelbyville 


Wyoming 
Freeport 





VOLUNTEER MEDICAL SERVICE CORPS OF 
THE UNITED STATES 


AuTHorRIzED BY THE CouNnciL oF NaTIoNAL DEFENSE, 
APPROVED BY THE PRESIDENT OF THE 
Unrtep States. 


INFORMATION. 


1. What is the Volunteer Medical Service Corps? 

The Volunteer Medical Service Corps is an organi- 
zation which provides means for obtaining quickly 
men and women for any military or civil medical 
service required in the war emergency. It furnishes 
recommendations and necessary credentials to assure 
the best medical service, both military and civil. 

2. How should application for membership be made? 

Upon request to the Volunteer Medical Service 
Corps, Council of National Defense, Washington, 
2. C., application blanks and circulars of information 
will be sent. When received, the application form 
should be filled out completely, in accordance with in- 
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structions contained in the circular of information. 
The application should then be mailed to the Volun- 
teer Medical Service Corps, Council of National De- 
fense, Washington, D. C. 

3. What is to be gained by the creation of this 
organization ? 

Placing on record all medical men and women in 
the United States; aiding Army, Navy, Public Health 
Service, Provost Marshal General’s Office and the 
American Red Cross in supplying war medical needs; 
providing the best civilian medical service possible; 
giving recognition to all who record themselves either 
in Army, Navy, Public Health Service, Provost Mar- 
shal General’s Office, Red Cross activities or civilian 
service. 

4. What is meant by classification? 

It is the record of information furnished by the 
individual physician so that when the need arises, he 
may be requesetd to perform service that will be 
mutually advantageous to the individual and the serv- 
ice to which he may be assigned. 

5. Who are eligible? 

Every legally qualified physician holding the de- 
gree of Doctor of Medicine from a legally chartered 
medical school without reference to age or physical 
disability is eligible for membership in the Volunteer 
Medical Service Corps provided he or she is not 
already commissioned in the Government service. 

6. How is eligibility to the Corps determined? 

Upon information obtained from application blanks, 
three personal references and the Executive Commit- 
tee of the state in which the applicant resides. Basd 
upon the information thus secured, the Central Gov- 
erning Board will finally pass upon applications. 

7. Does membership in the Corps carry with it 
rank and pay? 

This Corps is not authorized to bestow rank. Ar- 
rangements for compensation shall be made between 
a member requested to perform a specified duty and 
the agency requesting service. The matter of com- 
pensation and place of service whether with or without 
rank must be determined at the time said request. is 
made. When a member of the Corps accepts service 
in the Medical Reserve Corps of the Army, the Naval 
Reserve Force, the United States. Public Health Serv- 
ice, the American Red Cross or any governmental 
depariment, he or she will be accorded the rank and 
pay incident to the service in the department in which 
he or she has enrolled. 

8. Will any member of this Corps be ordered to 
active duty? ’ 

No member will be ORDERED to render any 

vo member will be ORDERED to render any 
service. Requests to perform: specific duties accord- 
ing to qualifications and availability under the classi- 
fication of the Volunteer Medical Service Corps may 
be made from time to time as emergencies arise. 

9. What will be the probable character of service 
member will be requested to render? 

(a) Medical Reserve Corps. 

(b) Naval Reserve Force. 
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(c) United States Public Health Service. 

(d) American Red Cross. 

(e) Local and medical advisory boards. 

(f) State and local health departments. 

(g) Medical Schools and Hospitals. 

(h) Industrial plants. 

(i) Civil Communities—Caring for civil communi- 
ties, stripped of medical attention. Caring for prac- 
tices of physicians in military service. Reclamation 
of registrants rejected for physical unfitness. Services 
to needy families and dependents of enlisted men. 

(j) Miscellaneous service. 

10. If members of the Corps are recommended for 
active military or naval service, in what order will 
they be recommended? 

(a) Physicians under 55 years of age without de- 
pendents and without physical disabilities which are 
disqualifying will first be recommended. Following 
this group, physicians under 55 years of age with- 
out obvious physical disabilities which are disquali- 
fying and with not more than one dependent in ad- 
dition to self (Class 1 of the Volunteer Medical Serv- 
ice Corps) will be among the first to be recommended 
for actual war service. Any physician under 55 years 
of age who is without an obvious physical disability 
which is disqualifying and whose dependents have an 
income sufficient for the support of dependents other 
than that derived from the practice of his profession, 
may be recommended to enroll in the Medical Re- 
serve Corps of the Army, the Naval Reserve Force or 
the United States Public Health Service when in the 
opinion of the respective Surgeons General his services 
are needed. 

(b) Physicians under 55 years of age without ob- 
vious physical disabilities which are disqualifying and 
with not more than three dependents in addition to 
self (Class II of the Volunteer Medical Service 
Corps) will be the next group to be recommended to 
apply for active military or naval service. 

(c) The next group recommended to enroll for 
active duty with the Army, Navy or Public Health 
Service (Class III), will be physicians under 50 years 
of age who are without obvious physical disabilities 
which are disqualifying and with more than three 
dependents in addition to self. 

11, What are the exceptions in these groups? 

The exceptions in the above groups of physicians 
are as follows: 

(a) Those essential to communities. 

(b) Those essential to medical schools and hos- 
pitals. 

(c) Those essential to health departments. 

(d) Those essential to industries. 

(e) Those essential to local and medical advisory 
boards. 

12. How will exceptions to these groaps be de- 
termined ? 

(a) Essential to communities. 

Essential community need will be determined by 
the Central Governing Board on recommendation of 
representatives of the Central Governing Board ap- 
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pointed by the Board to make a survey of local con 
ditions. : 

(b) Essential to institutions. 

Essential institutional need will be established after 
conference between representatives of the Central 
Governing Board of the Volunteer Medical Service 
Corps and representatives appointed by the governing 
bodies of the institutions concerned. 

(c) Essential to health departments. 

Essential health department need will be determined 
after conference between representatives of the Cen- 
tral Governing Board, Volunteer Medical Service 
Corps and representatives of health departments. 

(d) Essential to industries. : 

Essential industrial need will be determined after 
conference between representatives of the Central 
Governing Board, Volunteer Medical Service Corps 
and accredited representatives of industries involved. 

(e) Essential to local and medical advisory boards. 

Essential local and medical advisory board needs 
will be determined after conference between repre- 
sentatives of the Central Governing Board, Volunteer 
Medical Service Corps and representatives of the Pro- 
vost Marsha! General’s Office. 

13. When will physicians who are not classified for 
actual military or naval service be requested to per- 
form service? . 

When the emergency arises the following may be 
requested to perform duties in accordance with their 
qualifications and expressed merits as indicated by 
the information contained on their application blanks : 

(a) Physicians over 55 years of age. 

(b) Physicians with obvious physical disabilities 
which are disqualifying. 

(c) Those rejected for all government service be- 
cause of physical disability. 

14. What are some of the duties that this last group 
of physicians ineligible for active military service may 
be requested to perform? 

(a) Deducting those members of the medical pro- 
fession who will eventually be in active military, naval 
or public health service, fully seventy-five per cent 
of the remainder will be encouraged to continue at 
their home duties. 

(b) Some of thes@may be called upon to supple- 
ment their private practices by performing part time 
service to meet community needs hitherto performed 
by men called to active duty. 

(c) Twenty-five per cent of those not actually en- 
gaged in war service (possibly 20,000 in number) who 
are now engaged in home duties but who have agreed 
to do work of any kind, anywhere, upon request of 
the Central Governing Board, will as the emergency 
arises be recommended for duty in the following 
places: 

1. Local and medical advisory boards. 

2. Medical Schools and Hospitals. 

3. Industrial plants. 

4. Health Departments. . 

5. Communities lacking medical serviee. 
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15. How does enrollment in this Corps differ from 
actual conscription? 

The Volunteer Medical Service Corps is exactly 
what its name indicates. It is a gentleman’s agree- 
ment on the part of the civilian doctors of the United 
States who have not yet been commissioned in the 
Army or Navy or enrolled in the Public Health Serv- 
ice, or in the service of the Provost Marshal Gen- 
eral, and.a representative board consisting of gov- 
ernment officials associated with lay members of the 
profession in which the civilian physicians agree to 
offer their services to the Government if requested 
to do so by the Central Governing Board. 

16. In what way can this Corps aid the Govern- 
ment? 

By recording all physicians who are not yet in serv- 
ice and classifying them so as to utilize the talents 
and facilities of individuals to the best advantage and 
inflict as little hardship on the individual as possible, 
in accordance with the letter from the President of 
the United States authorizing the Corps—“to supply 
the needs of the Army, Navy and Public Health 
Service * * * aiding in the important work of 
the Provost Marshal General’s Office and Red Cross 
* * * and the problems of the health of the civilian 
communities of the United States.” It provides a 
method by which every physician not in uniform will 
be entitled to wear an insignia which indicates his 
willingness to serve his Government. It furnishes 
a method by which the medical needs of the nation 
may be provided for through a representative board of 
physicians who know the needs of the Army, Navy, 
Public Health Service, Red Cross and civil communi- 
ties. 

17. To what extent must provision be made for 
essential civilian and industrial medical needs? 

A large percentage of the physicians of the country 
will be required to care for their respective home com- 
munities and to meet civilian health needs. This per- 
centage of necessity will be expected to maintain their 
home status and continue their professional work. 

18. Will enrollment in the Volunteer Medical Serv- 
ice Corps excuse a physician in the draft age from 
registration under the Selective Service Law or from 
being classified therein? 

Positively not. 

19. Why then enroll in the Vobunteor Medical Serv- 
ice Corps if it does not supplant the draft? 


(a) Under the Selective Service Law individuals in. 


the draft age are registered and inducted into the 
service as privates. The Volunteer Medical Service 
Corps enrolls and classifies individuals as prospective 
commissioned officers and will when requested assist 
in establishing the individual’s status when he re- 
quests transfer from the enlisted forces to the com- 
missioned branches of the service. 

(b) Enrollment in the Volunteer Medical Service 
Corps definitely registers the physician as a patriot 
ard provides definite governmental recognition of his 
willingness to serve. 

20. Why should every physician in the United 
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States enroll in the Volunteer Medica! Service Corps? 

(a) The unsurpassed record of volunteer enroll- 
ment for actual service on the part of the medical 
profession must be maintained. 

(b) The Army and Navy must not be hampered 
for a moment for lack of doctors to care for the sick 
and wounded boys fighting our battles at the front. 

(c) The public health must be conserved. 

(d) The medical needs of the Provost Marshal Gen- 
eral must be adequately met. 

(e) The great industries furnishing materials of 
war, employing thousands of patriotic workers, must 
have medical service. 

(f) The home folks, the old and the young wearily 
waiting over here, must have doctors. 

(g) Recording, classifying, and careful distribution 
and full utilization of our entire profession of medi- 
cine will enable us to instantly supply all demands, and 
our utmost resources will then be available to aid in 
establishing a permanent peace that will forever make 
this world a safe place in which women and children 
may live. 





OFFICIAL ANNOUNCEMENT 
THe VoLuNTEER Mepicat Service Corps 


AN APPEAL TO EXECUTIVE COMMITTEES AND COUNTY REP- 
RESENTATIVES OF THE VOLUNTEER MEDICAL SERVICE 
CORPS, AND STATE COM MITTEES OF THE 
COUNCIL OF NATIONAL DEFENSE 


No official or committeeman representing the Vol- 
unteer Medical Service Corps or the General Medical 
Board of the Council of National Defenes is now 
authorized or has been authorized to favor any or- 
ganized or unorganized method of coercion in 
inducing members of the medical profession to join 
the Medical Corps of the Army or Navy, or the Vol- 
unteer Medical Service Corps. Our committeemen 
are especially urged against favoring any movement 
that would threaten to impair a medical man’s stand- 
ing in his local, state or national society because he 
refused to enroll in the Army or Navy, or the Volun- 
teer Medical Service Corps. 

IT MUST BE MADE CLEAR THAT THE VOL- 
UNTEER MEDICAL SERVICE CORPS IS A 
VOLUNTEER ORGANIZATION WHICH HAS 
FOR ITS OBJECT THE ENROLLMENT AND 
CLASSIFICATION OF THE PROFESSION. Its 
members are entitled to wear an insignia which will 
clearly indicate that they have offered their services 
to the government, when such services are needed. 
Patriotism cannot be created by coercion. It also 
must be made clear that the Volunteer Medical Serv- 
ice Corps has for its primary object, furnishing its 
classification to the Army, the Navy, the Public Health 
Service, the Red Cross and Provost Marshal, as well 
as to civilian institutions and communities, as a guide 
in providing for their needs to the best advantage. 

The object of the Corps is not to disturb any med- 
ical man in the performance of any duty to which he 
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has been assigned by any governmental agency either 
for service at the front or at home. 
(Signed) Epwarp P. Davis, President, 
Volunteer Medical Service Corps. 
FRANKLIN Martin, Chairman, 
General Medical Board, Council 
of National Defense. 





WAR INDUSTRIES BOARD 
WASHINGTON 


UTILIZATION OF PLATINUM IN UNUSED 
INSTRUMENTS 


To the Doctors and Dentists of the Country: 

1. In view of the limited supply of platinum in 
the country and of the urgent demand for war pur- 
poses, it is requested that every doctor and dentist in 
the country go carefully over his instruments and 
pick out every scrap of platinum that is not absolutely 
essential to his work. These scraps, however small, 
and in whatever condition, should reach governmental 
sources without delay, through one of two channels: 

(a) They can be given to proper accredited rep- 
resentatives of the Red Cross who will shortly make 
a canvas for that purpose. 

(b) They may be sold to the government through 
any bank under the supervision of the Federal Re- 
serve Board. Such banks will receive and pay cur- 
rent prices for platinum. 

By giving this immediate attention you will definitely 
aid in the war program. 

2. It is recognized that certain dental and surgical 
instruments requiring platinum are necessary, and 
from time to time platinum is released for that pur- 
pose. It is hoped, however, that every physician and 
every dentist will use substitutes for platinum for such 
purposes wherever possible. 

3. You are warned against giving your scrap plati- 
num to anyone who calls at your office without full 
assurance that that individual is authorized to rep- 
resent the Red Cross in the matter. 

Lieut. Cor. F. F. Simpson, M. C., N. A., 
Chief of Section of Medical Industry. 





PRACTICAL PATRIOTISM 


“No, we haven’t raised our prices and have no 
present intention of doing so. We have a long 
lease on our place of business and so our rent 
hasn’t gone up on account of the war. Some 
extras must be increased in price, of course, be- 
cause materials that we have to buy have gone 
up, and we have to pay more for living expenses, 
it is true. But we aren’t going to advance our 
regular service prices until we are absolutely 
compelled to do so, and we don’t think that time 
is likely to come soon. You see this country 
is in a great war. We think we not only ought 
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to bear our share of the burden and expenses as 
men beyond military age but that we ought to 
help save the money of our customers sd’ they 
will be able to do more to help the government 
win the war.” 

This statement was actually made the other 
day to an amazed customer by a Detroit business 
man. 

It is a lesson in practical patriotism. It car- 
ries its own argument and needs no reinforcing 
words. 

Who made it? A Negro barber. 

—Editorial from Detroit Free Press, Aug. 30. 





TREASURY DEPARTMENT 


Bureau oF THE Pustic Heattn Service 
WASHINGTON 


OFFICE OF THE SURGEON GENERAL 


To the Editor: The ultimate withdrawal of more 
than 30,000 physicians from communities throughout 
the country imposes an additional obligation upon the 
people to avoig unnecessary illness, to correct phys- 
ical deficiencies that may lead to illness, and to so or- 
der their living habits, their activities, their indul- 
gences, that they may not only avoid illness but in- 
crease their physical capacity to the utmost. 

Although the demands upon your space are ever 
great, the U. S. Public Health Service will deem it a 
valuable contribution on your part to the health con- 
servation of our country if you will give the following 
bulletin as extended and prominent a space as the 
exigencies permit. 

Very truly yours, 
Rozert Bue, 
Surgeon General. 


Health Instructions Through Draft Boards 


Washington, D. C., Sept. 23.—Provost Marshal 
General Crowder today called attention to a circular 
of instructions prepared by the United States Public 
Health Service for registrants declined in the draft 
because of physical disability. The circular, copies of 
which have been placed in all the local draft. boards 
throughout the country, is the result of a recom- 
mendation made to General Crowder by Surgeon Gen- 
eral Rupert Blue of the U. S. Public Health Service. 
The Surgeon General points out that in the first draft 
about one-third of the men examined were rejected 
for physical disabilities and that hundreds of thou- 
sands will be added as a result of the examinations to 
be made of the new registrants. 

“It is highly desirable,” said Surgeon General Blue, 
“that the men found to be disqualified for military 
service by the examining physicians of the local draft 
boards should receive definite instructions as to the 
meaning of their disabilities and that-a strong appeal 
be made to them to correct these disabilities as. far 
as possible. But the object of this measure is not daly 
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to reclaim men for military service or for such serv- 
ice as they can perform, but to lessen the burden of 
illnesseand disability among those engaged in essential 
industrial work. It is hoped that the instruction in 
this circular, which is really a primer of the physical 
defects of the nation, will reach far beyond the draft 
board and be utilized by all agencies interested in 
improving the public health to instruct the people with 
regard to their physical deficiencies and the ways and 
means by which they can be remedied.” 

According to the U. S. Public Health Service expe- 
rience everywhere shows that the proportion of per- 
sons with physical impairments is considerably greater 
in persons between 30 and 40 than in those between 
20 and 30 years of age. This waning vitality at ages 
over 30, so commonly accepted as inevitable, can be 
postponed to a large extent. In this connection, it is 
pointed out that 60 per cent of the physical defects 
found in the last draft were of a preventable or cur- 
able nature, 

In addition to furnishing all the local draft boards 
throughout the country with a sufficient number of the 
circulars to supply one to each registrant rejected be- 
cause of physical disability, arrangements have been 
made to furnish specimens of the circular to life in- 
surance companies, fraternal organizations, labor 
unions, employers of labor and others who desire to 
reprint the circular in its present official form for 
wider distribution. 

“The U. S. Public Health Service will be glad to 
furnish specimens of this circular on application and 
urges all organizations that can reach large groups of 
people to reprint and distribute the circular and thus 
contribute materially to the public welfare and the 
national defense.” 

The circular issued by the U. S. Public Health Serv- 
ice is entitled “Information for Guidance and Assist- 
ance of Registrants Disqualified for Active Military 
Service Because of Physical Defects.” It is a four- 
page leaflet, containing specific information relating to 
the commoner causes of rejection or deferred classi- 
fication, e. g., defective eyesight, teeth and disease, 
feet, underweight, overweight, hernia, hemorrhoids, 
varicocele, varicose veins, bladder, kidney and urinary 
disorders, ear trouble, heart affections, high blood 
pressure, lung trouble, rheumatism, venereal disease, 
alcohol, nervous and mental disease, and miscellaneous 
conditions. The information is presented in simple 
form and has been approved by the highest medical 
authorities. At the end is a striking quotation from 
President Wilson: “It is not an Army we must shape 
and train for war; it is a Nation.” This is followed 
by the following personal appeals: 

“Do not go through life with handicaps that may be 
easily removed. Do not shorten your life, reduce your 
earning capacity and capacity for enjoying life, by 
neglecting your bodily condition.” 

“While other men are cheerfully facing death for 
the cause of democracy, do not shrink from facing a 
little trouble and expense to make yourself strong, 
healthy and fit.” 
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Over a million copies of the leaflet have been sent 
out to the draft boards. Requests for specimen copies 
should be addressed to the U. S. Public Health Serv- 
ice, Washington, D. C. 





UNITED STATES PUBLIC HEALTH SERVICE 
WASHINGTON, D. C. 


INFORMATION FoR GUIDANCE AND ASSISTANCE OF Recis- 
TRANTS DisQuaLiriep For Active MuLitary 
Service Because or Puysicat Derects 


If you are specially classified or are not available 
for military service for physical reasons, you are 
urged carefully to note the suggestions given for im- 
proving your condition. 

Consult a competent physician or dentist, according 
to your needs. Hospitals, dispensaries, local Health 
Departments and the United States Public Health 
Service are also sources of information and possible 
relief. If you are in a deferred group for physical 
reasons and not declined, report to your local board 
before having any radical operation and secure infor- 
mation as to the best course to pursue. 

You owe it to yourself, to your family, and to your 
country, to place yourself in good physical condition 
for whatever service you can perform, whether mili- 
tary or civil. 

Many men have a number of defects apart from the 
main disqualifying defect. All defects should have 
attention. , 

The following are the common causes for rejection 
or for special classification : 

Defective Eyesight.—Be sure that your vision is cor- 
rected by properly fitted glasses. Have this done by 
an eye specialist, eye dispensary, or eye hospital. Do 
not try to fit cheap glasses to your own eyes. Eye 
strain from badly fitting glasses may in time seriously 
affect your eyesight or health. 

Teeth.—Decayed roots, infected gums, decayed teeth, 
irregular teeth which can not grind may cause many 
forms of serious disease, and should have immediate 
attention. Artificial teeth or bridges should be secured 
if the grinding teeth are missing, for if you do not 
properly chew your food your health may be affected. 
Brush the teeth thoroughly at least twice a day. If 
you have defective teeth or much gold work or many 
fillings in your mouth, X-Ray to discover possible root 
infection is a wise precaution, especially if you have 
rheumatism or any joint trouble, for which other 
causes can not be found. 

Feet.—Aside from paralysis, clubfoot, or deformi- 
ties resulting from injuries, etc., most foot troubles 
are due to improperly fitting shoes, improper position 
in walking or standing, lack of exercise, and weakness 
of the muscles in the forepart of the leg that support 
the arch of the foot. Properly fitting shoes, of correct 
shape, with a straight inner edge (the Munson Army 
last is a good style) will help to correct weakfoot, 
bunions, corns, callouses, and painful joints. Exercise 
the toe muscles by working the toes up and down over 
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the edge of a thick board, thirty times daily. Stand 
with feet parallel and somewhat apart with great toes 
firmly gripping the ground. Without bending the 
knees or moving the feet rotate the thighs outward 
repeatedly. This is chiefly done by strong contraction 
of the great muscles of the back of the thigh and seat. 
Improve your general health; take general exercise to 
strengthen your body. Bathe the feet daily. See a 
surgeon ‘if these simple measures are not sufficient. 
The arches found in the shoes will not correct flat- 
foot. They merely act as crutches. Hammertoe, bun- 
ion, and many other defects can be corrected by a 
surgeon. Painful feet may be due to infection in 
tooth sockets or tonsils—search for such conditions 
should be made. Mere flatness of the foot without 
pain or other deformity may be of no importance. 

Underweight—Underweight is often due to irregu- 
lar habits of eating and sleeping and lack of regular 
exercise. Have a thorough examination at intervals 
by a competent physician, or in dispensary or clinic, to 
determine whether or not any serious disease exists 
(especially hookworm or tuberculosis). Eat‘ freely of 
fat-forming foods mentioned in next paragraph. 

Overweight——Secure as‘ much regular exercise as 
possible. Be thoroughly examined for evidence of dis- 
ease. Extreme overweight, especially at middle life, 
producs as high a death rate as heart disease. Cut 
down the fat-forming foods, such as bread, butter, 
cereals, sugars, fats, and substitute more green vege- 
tables and fruits. 


Hernia or Rupture —Operation is often advisable. 
Consult a competent surgeon and confer with your 
local board. 

Piles, Hemorrhoids—These are often caused by 
constipation and lack of exercise. Do not use drugs 


or purgatives. Plenty of bulky food, bran bread or 
biscuits, fruits, lettuce, spinach, cabbage, brussels 
sprouts, carrots, turnips, celery, tomatoes, salsify, on- 
ions, parsnips, and oyster plant will tend to correct 
constipation. 

If piles are severe operation will help, but the orig- 
inal cause should be removed by proper diet. Agar- 
agar harmless, and not a drug, can be had at any drug 
store. Take a teaspoonful three times a day. 

Varicocele—If severe enough to cause rejection op- 
eration may be performed. Upbuild general health 
by exercise and nourishing diet and fresh air. A sus- 
pensory bandage is often required. 

Varicose Veins.—Support by bandage or stockings. 
At times removal by operation. (Great caution neces- 
sary, consult your board.) 

Bladder, Kidney, Urinary. Troubles—Go to your 
physician or to a clinic and place yourself under care- 
ful medical supervision. Regulation of your diet, 
work and activities may be all that is necessary, but 
your condition should be watched from time to time. 
Albumin in the urine may be temporary but should 
always be followed up and examinations made at in- 
tervals. Give the benefit of the doubt to your kidneys, 
and live a temperate and healthful life, avoiding stim- 
ulants, excess of meat and overeating generally. Be 
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examined periodically. Sugar in the urine calls for 
careful medical supervision and regulation of diet and 
periodic examination by a physician. 

Discharge from Ear: Ear Trouble—See an ear spe- 
cialist or go to an ear clinic. Do not neglect such a 
condition, which may infect other parts of your body. 

Heart Murmurs: Heart Affections—A man with an 
imperfect heart may not be fit for military service, but 
with proper regulation of diet, exercise, work and 
rest, his heart may carry him to old age. Avoid stim- 
ulants and tobacco, be very temperate in the use of tea 
and coffee, avoid excesses of all kinds; eat moder- 
ately; avoid heavy meals at night; get plenty of fresh 
air; exercise daily in the open but be careful not to 
overfatigue your heart or circulation—walking and 
gentle hill-climbing are good, but never when they 
cause pain in the chest or shortness of breath. Avoid 
dissipation and undue excitement. If there is breath- 
lessness, dropsy, or dizziness, careful medical super- 
vision is necessary. All damaged hearts should be ex- 
amined at least once a year by a physician and the 
condition noted. Irregular action of heart in some 
cases is of little importance; in others it is serious 
and medical observation is important to settle this. 

High Blood Pressure-—This may be temporary but 
should be watched and life regulated as above, espe- 
cially avoiding physical and mental over-strain and 
dissipation. Eat little meat; avoid stimulants, tobacco, 
and overeating. 

Lung Troubles—Where there is suspected tubercu- 
losis consult a competent physician and follow orders 
strictly. The basis of treatment is abundant fresh air 
and nourishing diet, such as bread and butter, cereals 
and fats, but do not neglect green vegetables and 
fruits. Avoid alcohol and tobacco. Do not take pat- 
ent medicines or advertised remedies, or patronize ad- 
vertising quacks. Avoid fatigue, or physical and men- 
tal strain. Do not take any chances. Report to the 
health officer or Health Department of your district. 
They will be glad to counsel you. 

Rheumatism—This may be caused by infection in 
tonsils, teeth, nasal cavities, or elsewhere. Liniment 
will not cure it. Be examined by a physician and 
dentist and have infection removed. 

Syphilis — Gonorrhea. — Thorough-going, persistent 
treatment is necessary for your protection and for the 
protection of the members of your family as well as 
that of your community. In large cities clinics for 
the treatment of these diseases are available for those 
without funds. 

Alcohol.—Alcohol as ordinarily taken is not a stim- 
ulant but a depressing drug. Your brain and nervous 
system govern your body. Alcohol not only reduces 
the efficiency of a nation, but life insurance experience 
has shown that the death rate among steady drinkers 
supposed to be temperate—even within the bounds of 
so-called moderation—is nearly double that among av- 
erage people. 

Drink may lead you into trouble, possibly to a mis- 
erable death. 
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Why deliberately expose yourself to this sort of 
machine-gun fire? 

Nervous and Mental Diseases—Such conditions 
should be closely observed by your physician or at 
some clinic for nervous diseases. Some nervous dis- 
eases are due to bad mental habits, to fear, failure to 
take a courageous grip on life and forget one’s trou- 
bles. Many nervous diseases are caused by physical 
conditions which should be sought for and cured by a 
thorough medical examination and treatment. 

Miscellaneous Conditions—Nose and Throat Trou- 
ble; Gall Bladder Trouble; Chronic Appendicitis ; 
Skin Affections.—All such conditions should have im- 
mediate medical investigation. If you have no family 
physician, or if your means are limited, seek hospital 
or dispensary treatment. 

Do not go through life with handicaps that may be 
easily removed. Do not shorten your life, reduce your 
earning capacity and capacity for enjoying life, by 
neglecting your bodily condition. 

While other men are cheerfully facing death for the 
cause of liberty, do not shrink from facing a little 
trouble and expense to make yourself strong and 
healthy and fit. 


“It is not an Army We Must Shape 
and Train for War; it is a Nation.” 
—Woodrow Wilson. 


DO YOUR PART TO MAKE THE NATION 
FIT! 

Examiners will render a service in the interests of 
public health and therefore a military service apart 
from the possible reclamation of declined registrants 
by* handing the leaflet to declined or special classified 
men with a check opposite the important impairments. 





Public Health 


MILITARY ZONE HEALTH DISTRICTS 


Under the authority imposed upon it by the laws of 
Illinois and in accord with the orders issued by the 
Secretary of War and the Secretary of the Navy, the 
Director of the State Department of Public Health 
has designated several new military zone health dis- 
tricts surrounding the established military camps and 
cantonments and the schools and colleges designated 
by the Federal Government for military training. 
Under the old ruling of the War and Navy Depart- 
ments, the military health zones were five miles in 
width; but, under an order dated August 1 of this 
year, the width was extended to ten miles. 

Within these districts, the State Department of Pub- 
lic Health calls upon all health officers, members of 
local boards of health and other health authorities to 
promptly and strictly enforce all national, state and 
lotal health regulations and to take such other meas- 
ures as may be necessary to protect the health of the 
people of their communities. 

While the State Department of Public Health will 


ILLINOIS MEDICAL JOURNAL 


October, 1918 


keep in close touch with these districts for the preven- 
tion and suppression of all communicable disease$ and 
the removal cf all insanitary conditions, special atten- 
tion will be given, through the Division of Social Hy- 
giene and in conjunction with federal authorities, to 
the control and prevention of venereal diseases. For 
this special work, there has been appropriated for Illi- 
nois, through a special act of Congress, the sum of 
$67,000.00. 

The failure or refusal of local health authorities to 
enforce health regulations in these districts will neces- 
sitate action on the part of the State Department of 
Health to the extent of taking over the health super- 
vision by the state at the expense of the community 
as authorized under the Illinois laws. 





MILITARY ZONE HEALTH DISTRICTS 


Camp Grant District. 

Fort Sheridan, Great Lakes, Lake Forest University 
and Northwestern University District. 

Mooseheart School and Wheaton College District. 

Augustana College and Rock Island Arsenal Dis- 
trict. . 

Hedding College, Knox College, Monmouth College, 
Lombard College District. 

Camp Herring, Bradley Polytechnical School and 
Eureka College District. 

Illinois Wesleyan University District. 

St. Viator’s College District. 

Chanute Field, University of Illinois District. 

James Milliken University District. 

Springfield Truck School District. 

Illinois College District. 

Scott Field, Lebanon College, Shurtleff College Dis- 
trict. 

Chicago District. 





STATE RULES FOR THE CONTROL OF 
INFLUENZA 


The State Department of Public Health has issued 
rules and regulations for the control of influenza 
which became effective on September 28. In these 
rules, influenza is declared “a contagious, infectious 
and communicable disease dangerous to the public 
health,” and it is made the duty of the physician, 
nurse or other attendant, druggist, principal, directing 
officer of any hospital, school, jail or similar institu- 
tion, parent, householder or other person having 
knowledge of cases of influenza or suspected case to 
report same to the local health authorities. The re- 
port may be transmitted by telephone, but, if so, must 
be followed promptly by a report in writing. The 
local health authority is then required to report the 
case immediately to the State Department of Public 
Health. 

The isolation and management of the case are cov- 
ered in the following rule: 

“Rule 4—Isolation of the Patient and Other Neces- 
sary Precautions——Any person having influenza shall 
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be confined to a large, well ventilated room of proper 
temperature, as remote from other occupants of the 
premises as is practicable and necessary to avoid con- 
tact. 

“The period of isolation should continue during the 
course of the disease and until the patient no longer 
harbors the causative organism in the respiratory 
tract. 

“None other than the necessary medical and nurs- 
ing attendants shall enter the sick room or come in 
contact with the patient. The attendant should wear 
a face mask of gauze or other approved design when 
in attendance upon the patient. 

“All discharges from the respiratory tract, mouth, 
throat and nose of the patient shall be received in 
cloths which shall be burned immediately after using, 
or in vessels containing an approved disinfecting 
solution.” 

When these rules are properly carried out, the other 
inmates of-the home, not showing evidences of dis- 
ease, are not confined to the premises and the prem- 
ises will not be placarded unless there is known vio- 
lation of precautions. 

On account of the prevalence of influenza in epi- 
demic form in many parts of the country, an emer- 
gency is declared to exist and fhe rules are made 
immediately effective. 

The shipment of bodies of soldiers dead of influ- 
enza to:-many sections of Illinois from the several 
military cantonments, has raised the question as to 
the holding of public funerals. Rule 7 of these rules 
and regulations provides that public funerals may be 
held in case the body.has been properly embalmed or 
in case the body is in a hermetically sealed casket 
which is not to be opened in public. Funerals cannot 
be held, however, in infected premises. 





ILLINOIS EXHIBIT AT THE AMERICAN 
PUBLIC HEALTH ASSOCIATION 


The State Department of Public Health will show 
an interesting educational exhibit in connection with 
the meeting of the American Public Health Associa- 
tion to be held at the Morrison Hotel in Chicago, 
October 14 to 17. Each of the eleven divisions of the 
department will be represented and there will also be 
shown the mechanic exhibits, portable exhibits, posters 
and similar educational material which is available 
without cost. to health officers, physicians, clubs and 
societies. in the state. 





TUBERCULOSIS CLINICS 


The tuberculosis clinics, which are being held in 
different sections of the state as a part of the program 
to meet the wartime tuberculosis problem, are being 
largely attended and are attracting interest. This gen- 
tral program is being carried out By the State De- 
partment of Public Health, the Illinois Tuberculosis 
Association and the State Council-of Defense working 
in close connection with the American Red Cross. The 
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clinics are held for the purpose of securing accurate 
diagnoses in the case of returned tuberculous soldiers, 
of whom there are now over 1,500 in the state, and 
for the purpose of increasing interest in the early 
diagnosis of the disease on the part of the medical 
profession. 

Dr. Wilson Ruffin Abbott, of Springfield, Director 
of Medical Field Service for the Illinois Tuberculosis 
Association, has recently held clinics at Lewistown, 
Fulton County; Lincoln, Logan County; Murphys- 
boro, Jackson County; Morris, Grundy County, and 
Joliet, Will County. Additional clinics will be held at 
Macomb, McDonough County, and Pittsfield and 
Griggsville, Pike County, in the near future. 

In connection with the Mississippi Valley Confer- 
ence on Tuberculosis, held in St. Louis October 2 to 4, 
special clinics for the examination of Illinois returned 
soldiers and for central and south central Illinois phy- 
sicians were held under the direction of the Illinois 
Tuberculosis Association with clinical service given by 
Dr. O. W. McMichael, Asheville, N. C.; Dr. J. W. 
Pettit, Ottawa; Dr. George Thomas Palmer, Spring- 
field; Dr. E. A. Gray, Chicago; Dr. Wilson Ruffin 
Abbott, Springfield, and Dr. Max Biesenthal, Chicago. 





EXTENSION OF STATE VENEREAL DISEASE 
WORK 


Dr. G. G. Taylor, Chief of the Division of Social 
Hygiene of the State Department of Public Health, 
has recently returned from an extended tour of east- 
ern and western cities and military camps where he 
was assigned for the study of methods of handling 
the venereal disease problem of the military and civil 
population preparatory to the expansion of the vene- 
real disease work in Illinois made possible by an ap- 
propriation of $67,000.00 by the Federal Government 
for this purpose. 





MEETING OF THE ILLINOIS TUBERCULOSIS 
ASSOCIATION 


The annual meeting of the Illinois Tuberculosis As- 
sociation, held at Springfield on Tuesday, September 
17, was devoted to the practical consideration of the 
care of returned tubérculous soldiers, the campaigns 
for county tuberculosis sanatoria now being conducted 
in thirty-four Illinois counties and to the financing of 
tuberculosis war work in the state. At the annual 
election, Dr. George Thomas Palmer, of Springfield, 
was elected president for the ninth successive year. 
The other officers elected were: Vice-presidents, Dr. 
Ethan A. Gray, Chicago; Mr. Walter Porter, Mack- 
inaw; Dr. HS. Oyler, Lincoln; Dr. H. M. Hartman, 
Macob; secretary, Dr. Jeannette C. Wallace, Peoria; 
treasurer, Mr. David R. Forgan, Chicago; members 
of the executive committee: Dr. E. W. Fiegenbaum, 
Edwardsville; Mrs. A..L. Adams, Jacksonville; Dr. 
N. C. Iknayan, Charleston; Mr. George W.. Perkins, 
Chicago; Dr. J. W. Pettit, Ottawa, and Mrs. J. T. 
Mason, Aurora. 
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SUMMARY OF IMMEDIATE REPORTS 
August 1, 1918, to August 31, 1918 


IN THE STATE OF ILLINOIS—INCLUDING 
CHICAGO 


Cerebrospinal fever 
Chickenpox 
Diarrhea and enteritis 


Ophthalmia neonatorum 
Puerperal fever 


SS SE. Seed lee A  R ail 
Smallpox 
Streptococcus sore throat 


Tuberculosis 
Paratyphoid fever 
Typhoid fever 
Whooping cough 
All others 
Chancroid 
Gonorrhea 
Syphilis 





TUBERCULOSIS SURVEYS. 


Systematic CANVASSINGS OF THE CouNTRY ARS 
Turowinc Mucu Licut on tHe Extent 
OF THE DISEASE. 


The American Review of Tuberculosis, for June, 
comments editorially on the present interest in the 
discovery of unsuspected or concealed tuberculosis 
by systematic examination of large numbers of people. 
A survey in 1915-16 by the Michigan Health author- 
ities showed 44 per cent of cases clinically tuberculous 
of potentially such among persons examined because 
of suspicious symptoms. At Framingham, Mass., the 
survey still in progress shows fifteen living cases to 
each death. The selective draft examinations show 
from 2 per cent to 6 per cent of cases. 





Society Proceedings 


MADISON COUNTY 


Our July Meeting 
The July meeting of the Madison County Medical 
Society was held at Highland, on the afternoon of 
July 5, 1918. It was an al fresco meeting held in 
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beautiful Highland Park adjacent to the city limits. 
The meeting was well attended, and proved to be one 
of the most interesting and enjoyable meetings ever 
held by this society. 

President Dr. J. H. Siegel presided. Eighteen mem- 
bers and twenty-three visitors were present. 

The community nurse, Miss Mitchell, was present 
and made the usual monthly report, which was placed 
on file. 

After the privilege of the floor was extended to 
all visiting physicians, Dr. C. H. Neilson, of St. Louis, 
gave a very interesting address on “Hyperthroidism” 
with special emphasis on border-line cases. He as- 
serted that sometimes the diagnosis of exophthalmic 
goiter was extremely difficult and that many obscure 
cases brought to our attention were finally found to 
be diseased conditions of the thyroid gland, which would 
remain undiscovered unless a searching analysis was 
made. 

Dr. C. T. Hempleman, of St. Louis, then read a 
paper on “Pyloric Stenosis,” which contained a great 
deal of information valuable to those who are called 
upon to treat infants. The paper was full of valuable 
pointers to assist in arriving at a diagnosis and inci- 
dentally touched upon the matter of infant feeding. 
One of the points brought out by this paper was the fact 
that it was found that feeding infantsat four hour in- 
tervals was now recognized as the best method, both 
in natural and artificial feeding. Both of these ad- 
dresses caused quite an animated discussion, and the 
society extended a vote of thanks to both of our 
speakers. 

After the program was ended we were invited to 
participate in a very substantial lunch, furnished by 
the local membership and which, it is needless to say, 
was enjoyed by all present, and for which a vote of 
thanks was extended. 

The society then adjourned to meet at the Alton 
State Hospital on the first Friday in August. 


Our August Meeting 


Twenty-nine members and thirty-two visitors were 
present. 

Collinsville was chosen as the place for our Sep- 
tember meeting. Dr. R. D. Luster being called to the 
colors, presents his resignation as executive secretary 
of the Madison County Anti-Tuberculosis Association. 
Resignation accepted and vacancy filled by the election 
of Dr. E. C. Ferguson of Edwardsville. A letter from 
Dr. Geo. T. Palmer, president of the State Tubercu- 
losis Society, was read, in which it was suggested that 
a survey of the county with reference to tuberculosis 
is made. On motion of Dr. Barnsback this survey 
was unanimously endorsed. 

The community nurse, Miss Mitchell, made a report 
for the month of July, which was accepted and placed 
on file. Dr. R. S. Barnsback reported a meeting in 
Edwardsville on July 31, by Miss Osborne, of Chicago, 
on the subject of a tuberculosis sanitarium. After 
considerable discussion Mr. E. M. Sparks was elected 
as chairman of the campaign committee, to secure @ 
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favorable vote at the November election. On motion 
the usual aid of $15.00 a month was extended to three 
patients at the Harrison Tuberculosis Colony. Mr. 
Francis W. Shepardson, director of the Department 
of Registration and Education of Springfield, read a 
paper explaining the reason why an annual registration 
of physicians of the state would be beneficial and de- 
sirable. The paper was given marked attention and 
at its conclusion Dr. Barnsback moved that the so- 
ciety endorse the proposed annual registration which 
was unanimously carried. A vote of thanks was ten- 
dered the speaker and it was also ordered that a copy 
of this address be sent to the ILtrnors Mepicat Jour- 
NAL for publication. 

The superintendent of the hospital, Dr. George A. 
Zelier tendered elegant refreshments to the large com- 
pany present and was given a hearty vote of thanks. 

Dr. Zeller also extended an invitation to the society 
to hold meetings at the hospital at the pleasure of the 
sociey. 

Adjourned to meet in Collinsville on the first Friday 
in September. 

Our September Meeting 


The Madison County Medical Society met in Col- 
linsville on September 6, 1918, with President Dr. J. 
H. Siegel in the chair. Nineteen members and three 
visitors were present. Dr. N. C. Baumann, of High- 
land, was elected to membership. 

The death of Dr. E. A. Cook, of Alton, was an- 
nounced. On motion the Chair appointed Drs. Pfeif- 
fenberger, Davis and E. F. Fischer as a committee on 
resolutions. 

Miss E. A. Mitchell presented a report of her work 
in the county, which was ordered filed. 

Major W. H. Luedde, of St. Louis, made an ad- 
dress, calling for more enlistments and also explain- 
ing the purpose of the Volunteer Medical Service 
Corps. The matter of chairman of the Tuberculosis 
Sanitarium campaign was discussed with Prof. C. H. 
Dorris, of Callinsville, to whom the position of chair- 
man was tendered. 

Dr. Ralph W. Mills gave a lecture on Duodenal UI- 
cers, profusely illustrated with sliding pictures. This 
was a very interesting discourse and was highly appre- 
ciated by all present. 

A vote of thanks was tendered to our speakers for 
their presence and for their instructive efforts in our 
behalf. 





QUOTO COUNTY PICNIC 


Who said chicken! Well, say, those members of 
Adams and Pike, Ill, and Marion and Pike, Mo., who 
did not attend the joint picnic of the above named 
counties September 15, given at the Sni Club House 
missed the time of their lives. The weather and the 
roads were ideal, couldn’t possibly have been better, 
and the dinner, well, ask Dr. H. P. Beirne, councillor 
for the sixth district, he will tell you all about it, and 
believe me, he knows. 
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Our wives and sweethearts were there too, and we 
have invited them to come again next year, so you 
know their presence added much to the day’s pleasure. 

The trip was made in autos and by one o'clock 
nearly one hundred persons had assembled and were 
ready to partake of the tubfuls of the crisp, brown 
chicken, with the giblet gravy, celery, mashed pota- 
toes, cabbage slaw, etc. Dr. H. P. Beirne was toast 
master and asked Rev. Father Meinert from Hannibal 
to offer the blessing. When the inner man was satis- 
fied, the toastmaster introduced Dr. E. W. Fiegenbaum 
of Edwardsville, the president of the Illinois State 
Medical Society and founder and editor of the Madi- 
son County Doctor, the publication so well known to 
the medical profession; the Doctor had chosen a very 
appropriate subject, “The Medical Man and the War,” 
and held the attention of the large audience for more 
than an hour. By his inspiring words, his thorough 
explanation of conditions, his enthusiasm and espe- 
cially his faith in the loyalty of the medical profes- 
sion, he won the admiration of all who heard him and 
each physician present felt he would willingly do 
what he could for his country, and that even then he 
was not doing enough. 

Before leaving the dining room a rising vote of 
thanks was given to Dr. Feigenbaum. 

It was voted to make the picnic an annual event, 
and the committee that served this year to serve again 
next year. 

During the afternoon there were foot races, a tug 
of war, baseball game, fishing and boating. 

As all things in this world must come to an end, 
so did this glorious day, and as each one said “good- 
bye” he remarked “hope to meet you here next year.” 

Exirzaseta B. Batt, 
Secretary. 





RANDOLPH COUNTY 


Society met at Country Club, Sparta, on August 29. 
As memebrs were late in arriving no meeting was held 
until after the delightfully satisfying dinner was served 
in the clubhouse by the ladies. 

Ten members and three visitors were present: Re- 
port of committee on returning practice to each doc- 
tor serving in war, when they return to their former 
place of practice, reported as follows: 

The county’s war committee, consisting of the coun- 
ty medical auxiliary of Council of National Defense, 
shall protect as far as possible the practice of doctors 
who have gone to the front. This committee shall 
call upon any strange physician coming into a com- 
munity to take up the practice abandoned by men 
going to the front, informing him that during the 
duration of the war he may remain there, if he so 
chooses, but that he will be asked to vacaté when the 
war is over, providing the man whose practice he has 
taken cares to come back to his old location and prac- 
tice. This report was adopted. 

President Fritze was directed to get a service flag. 

Following papers were read and discussed : 
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“Radical Cure of Diabetes Mellitus,” Dr. L. C. Mc- 
Elwee, St. Louis. 

“Pain, a Means of Diagnosis,” Dr. B. J. Stevenson, 
Sparta. 

“Tuberculosis Campaign for County Sanitarium,” 
Dr. C. G. Smith, Red Bud. 

On motion the society passed unanimously the fol- 
lowing : 

Resolved. That the Randolph County Medical So- 
ciety most earnestly endorses the work of the State 
Medical Society and Illinois Tuberculosis Association 
and that each physician, at coming fall election, vote 
for and be a committee of one, to urge others to vote 
for a tuberculosis sanitarium for Randolph county, 
and that the secretary send a copy of this resolution 
to each paper in the county. A vote of thanks was 
given to ladies and Sparta physicians for their delight- 
ful dinner and entertainment and to Dr. L., C. Mc- 
Elwee for his paper. 

Menard was chosen for September meeting, after 
which society adjourned. 

A. E. Frirze, President. 
L. J. Smiru, Secretary. 





ST. CLAIR COUNTY 


The St. Clair County Medical Society met in regu- 
lar session in the Chamber of Commerce rooms, Mur- 
phy building, East St. Louis, September 5, at 8:00 
p. m., Walter Wilhemj, president, in the chair, and 
twenty-eight members present. 

Minutes of August meeting approved as printed in 
the Bulletin. 

Dr. Heeley of St. Libory was elected to member- 
ship. 

Dr. Eugene Thompson, lately a lieutenant in the 
Officers Medical Reserve Corps,, and stationed at 
Camp Dodge for several months, read a very inter- 
esting and instructive paper on “A Medical Officer's 
Duties in an Army Cantonment.” This was discussed 
by several members, all being in agreement that it 
was a most entertaining and valuable paper, as it gave 
the most exact details of the daily life of the medical 
officer as actual experience presented it. 

Dr. Campbell brought up the subject of the “Volun- 
teer Medical Service Corps,” and made a very pa- 
triotic appeal to the members, stating very earnestly 
his own willingness to serve anywhere the authorities 
might. see fit to send him, whether in Podunk or 
Washington, France or Belgium. He stated that it 
was his opinion that none should hesitate to sign up 
for this service. His views were echoed by many of 
the members present. 

Dr. Lillie called up the subject of the joint meeting 
with the Southern Illinois Medical Association in No- 
vember and it was found that the committee chair- 
men were ready to carry on the work of preparation 
for it. 

Society adjourned. , 

A, E. Hanstnc, Sec’y-Treas. 
C. W. Littie, Assist. Sec’y. 


October, 1918 
Personals 


Capt. H. D. Ryman, of Mt. Pulaski, is reported 
severely wounded in France. 


Dr. Frank Duncan has removed from Pax- 
ton to Mt. Carmel on account of his health. 


Maj. Carl E. Black, Jacksonville, has sailed 
for Greece as medical director of a thousand-bed 
hospital unit. 


Dr. Chas. R. Lowe of Lincoln State School 
and Colony has reported at Camp Kearney, Linda 
Vista, Cal. 

Dr. P. M. Miller of German Valley, Ill., has 
answered the call to the colors and has left for 
Ft. Oglethorpe, Ga., to serve his country. 


Dr. Chas. F. Burkhardt, Effingham, was hon- 
orably discharged from military service, Sept. 
19th, for disability incurred in the service. 


Capt. Harry B. Roberts of Highland Park is 
overseas with the 325 F. A., 84 Division, A. E. F. 
This Division is called the-Lincoln Division. 


Dr. Albert E. Campbell, Chicago, has been ap- 
pointed district health officer of Springfield. He 
was formerly surgeon to the Illinois Central Rail- 
road. 


Dr. Henry F. Lewis, Chicago, has resigned as 
professor and head of the Department of Ob- 
stetrics and Gynecology in the School of Medicine 
of Loyola University. 

Major Edmund J. Doering, Medical Corps, 
U. 8. Army, and President of the Board of Med- 
ical Examiners, has been promoted to the rank 
of Lieutenant Colonel, U. S. Army. 


Miss Harriet Fulmer, supervisor of department 
of public health, Cook County, and founder of 
the Visiting Nurse Association, is going ‘to 
France soon under the auspices of the American 
Tuberculosis commission. 


Col.. Frank Billings sailed recently for duty 
overseas to study problems of reconstruction surg- 
ery. He will probably return after a few months 
to supervise the work of his division in this 
country. 


Drs. Mary M.S. Johnstone and Loretta K. 
Maher, Chicago, have been made contract sur- 
geons of the United States Army, and have been 
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appointed on the staff of the emergency dispen- 
sary in Washington. 

Dr. James E. Woelfle of Cairo has been ap- 
pointed a member of the St. Louis Examining 
Board, O. R. C., and will conduct the examina- 


tion of applicants for the Medical Reserve Corps, 


daily at his office in Cairo. 

Drs. Leslie D. Dough rty and Benjamin Fel- 
tenstein, while proceeding in an ambulance to 
the relief of those injured in the recent bomb 
explosion at the Federal Building, were injured 
by a collision between the ambulance in which 
they were riding and a street car. 


News Notes 


The following Chicago physicians have been com- 
missioned in the Medical Reserve Corps: 


Majors—John L. Porter and Buell S. Rogers. 

Captains—Geo. L. Alt, Chas. A. Albrecht, Lindsey 
Beaton, John F. Bresnahan, Jas. G. Carr, Chas. P. 
Horner, Oscar L. Hanson, Herman ‘L. Kretschmer, 
Geo. U. Lipshulch, Carl M. Pohl, Geo. T. Smith, Wm. 
B. Whitaker, Seth Wicks and Joseph Zabokrtsky. 

First Lieutenants—Chas. R. Benner, Lang F. Bow- 
man,’ Benjamin F. Davis, John D. Ellis, Alex. H. Fink, 
Jas. M. Graybeal, Geo. Halperin, Herman J. Hal- 
vorsen, Halbert A. Haynes, ohn W. Kail, Roy R. 
Jamison, Diedrich Klemptner, Sigmund Mann, Harry 
W.. Martin, Lawrence P. Piper, Thos. W. Rennie, 
Isadore Segall, Philip P. Shaffner, Harlan D. Shel- 
don, Herman M. Sondel and William H. Wimp. 

Dr. H. H. Southwick of Springfield, Ill, has re- 
ceived appointment as Assistant Surgeon in the U. S. 
Navy. 

The following Illinois physicians have been com- 
missioned in the Medical Reserve Corps and have re- 
ported as indicated: 

Regimental Surgeon—Carl Freund. 

Overseas Medical Service—A. Franklin Turner, 
Rockford. 

Major—Geo. W. Clark, Roseville, Houston, Texas. 

Captains—C. S. Ambrose, Waukegan, Camp Cus- 
ter; Gilbert Ayling, St. Anne; Fred W. Bryan, Bloom- 
ington; Earl G. Coverdale, Decatur; John Griffith, 
Galesburg; Fred L. Gourley, Waukegan, Ft. Ogle- 
thorpe; C. R. Lowe, Lincoln, Camp Kearney, Cal.; 
H. T. Morrison, Springfield, Camp Grant; Wm. C. 
Mitchell, Bradford, Ft. Oglethorpe; L. T. Rhoads, 
Lincoln, Ft. Oglethorpe; C. B. Riley, Galesburg, Ft. 
Oglethorpe; F. B. Schroeder, Princeton; R. L. Truitt, 
Naperville; Harry Wood, Batchtown, Ft. Oglethorpe; 
Chas. Yeck, Pleasant Plains; Dr. Yoden, Peru, Camp 
Custer; Ward E. Potter, Oak Park; Alfred H. Claboe, 

-ukegan; Peter T. Diamond, Evanston; Wm. B. 
McClure, Evanston. 

First Lieutenants—R. B. Andrews, Belvidere, Camp 
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Custer, Mich.; J. L. Allen, Robinson, Camp Taylor, 
Ky.; H. W. Ackerman, Rockford, Ft. Oglethorpe; 
Edw. E. Bond, Stronghurst; Edmund J. Burke, La- 
Salle, Ft. Oglethorpe; Thos. E. Charles, Beardstown, 
Lousville, Ky.; F. E. Chase, St. Louis, Ft. Oglethorpe, 
Ga.; A. W. -Christenson, Rockford, Camp Custer, 
Mich.; Walter L. Cottingham, Paxton; Frank C; Fink, 
Pleasant Plains; Edward R. Frisbie, Danville; H. L. 
Fisher, Kewanee; Robt. A. Hamilton, Hillsboro, Ft. 
Sheridan; J. R. Higgins, Gillespie, Camp Custer; 
Harry C. Houser, Westfield; F. D. Huber, Pleasant 
Plains, Ft. Riley, Kas.; J. P. Long, Ft. Oglethorpe; H. 
B. Martin, Grayville, Camp Taylor; W. E. G. Mays, 
Dawson, Ft. Sam Houston, Tex.; J. J. McIntosh, Mt. 
Carmel, Ft. Oglethorpe; L. H. Miller, Pana, Newport 
News; Lemuel P. Peters, Clayton; S. M. Pittman, 
Greenbush, Ft. Oglethorpe; L. B. Pitts, Decatur, Ft. 
Riley, Kas.; J. B. Roe, Oregon, Ft. Oglethorpe; C. R. 
Root, Ashton; Jas. B. Roberts, Kansas; Dr. Sargin- 
son, Putnam, Georgia; Dr. Smeltzer, Aledo; Edmund 
P. Staff, Ramsey; Raymond C. Stenger, Kankakee; 
Jas. A. Sullivan, E. St. Louis; Theodore Thompson, 
Shelbyville, Ft. Oglethorpe; John L. Tombaugh, 
Odell; Gifford N. Welch, McKeesport; John Wick- 
ensimer, Steger, and R. H. Woods, LaSalle, Camp 
Grant. , 


Second Lieutenant—O. N. Hurdle, Mt. Sterling, 
Camp Shelby, Miss. 

—Through an oversight the name of Dr. J. 
W. Osborne as an assistant medical examiner on 
Local Board No. 2, Champaign County, was 
omitted from Dr. C. B. Johnson’s article appear- 
ing in the September number of the JouRNAL. 


—At Camp Grant, September 20, an order 
was issued by Col. H. C. Hagadorn, camp com- 
mander, that all men with veneral disease will be 
quarantined in special camps, two of which have 
been provided for colored men and one for white 
men. There are said to be between 1,000 and 
1,200 men afflicted with venereal disease in the 
camp. Practically all these cases are in re- 
cently inducted men. 


—The Illinois Department of Public Health 
has discovered that in one county alone in 1917 
more than 500 births were improperly reported 
to the county clerk instead of to the local reg- 
istrars. The department has therefore written 
to every county clerk asking for immediate re- 
porting of the stillbirths and deaths recorded in 
the county clerk’s office from Jan. 1, 1917, to 
July 1, 1918. 

—Dr. F. Zegsda, 78 years old, of 1404 West 
Forty-seventh street, was fined $100 and costs 
by Judge Haas of the Municipal Court on a 
charge of practicing medicine without license in 
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his health institution, in which, it was alleged, 
he guaranteed to cure all ills. Dr. K. 8. Ram- 
ashauski, 1718 South Halsted street, was fined 
$50 and costs on the same charge, and the case of 
Mrs. W. M. Rybicka, 4634 South Ashland ave- 
nue, was continued. 


—The Chicago Hospital College of Medicine, 
whose recognition as an institution in good stand- 
ing was taken away by action of the Illinois State 
Board of Health, June 26, 1917, has instituted 
mandamus proceedings against Francis W. 
Shepardson, director, and other officers of the 
department of registration and education, with 
a view to compelling restoration to good stand- 
ing. According to the last published report the 
college is not recognized by thirty-seven states. 

—There will be enough nurses to care for the 
sick and wounded of America’s army of 5,000,- 
000 next year, according to a statement made in 
New York, Sept. 4, by Miss Adelaide Nutting, 
chairman of the committee on national defense. 
She said that, whereas Surgeon General Gorgas 
had called for 25,000 graduate nurses by next 
January, 27,000 already had been enrolled by 
the Red Cross and 16,000 of these actually in- 
ducted into military service. 


—The Sangamon County Medical Society gave 
a farewell dinner at the Sangamon Club, July 
29, in honor of Drs. John F. Deal, A. G. Asch- 
auer, Charles L. Colby and Charles L. Patton, 
who have accepted commissions in the Medical 
Reserve Corps, U. 8S. Army, and have been or- 
dered to active duty. Each of the guests of 
honor. was presented with a remembrance from 
the society. The presentation speeches were 
made by Drs. George N. Kreider, Lewis C. 
Taylor and Frank P. Norbury, all of Spring- 
field. 


—September 6, two midwives were prosecuted 
before Judge Fry in the municipal court for 
failure to observe the requirements of the Act 
for the Prevention of Blindness from ophthal- 
mia neonatorium. Both were convicted, and 
the minimum fine of $10 was imposed in each 
case, as it was their first offense. A vigorous 
prosecution of midwives and physicians who do 
not observe the requirements of the law in the 
care of the eyes of the newly born has been be- 
gun by Attorney-General E. J. Brundage through 
his assistant, Charles E. Bartlett. 
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October, 1918 — 
Marriages 
Perry H. Wesset to Miss Vera May Cooper, 


both of Moline, Ill., September 4. 


RacHeL. Warxins, Chicago, to Mr. Charles ~ 
A. Long of Holdrege, Neb., August 8. 


Lizut. Henry Marxs Goopyzar, M. R. C., © 
U. S. Army, Morton, IIl., to Miss Gertrude El- 
liott of Streator, Ill., September 4. 





Joun Massman, Chicago, Rush Medical College, 
1867; aged 79; a veteran of the Civil war; died at his 
home August 12, from carcinoma of the stomach. 


Atvaro C. Durkee, Pontiac, Ill.; Rush Medical Col- 7 
lege, 1901; aged 47; a Fellow of the American Medi- 
cal Association ; died at his home July 23, from uremia. 


Josepn Watrace Catvert, Bloomington, IIl.; Cleve- © 
land Homeopathic Medical College, 1896; aged 52; a 
member of the Illinois State Medical Society; died at 
his home August 16, from pneumonia. 


Epwarp B. Weston, Chicago; Rush Medical Col- 
lege, 1873; aged 72; for miany years well known as a 
practitioner of Chicago, and head of the local archery 
association; died in the Home for Incurables, Chi- © 
cago, September 14, from chronic intestitial nephritis. 7 


Lreut. Franxiin Henry Dornsuscn, M. C., U. S. © 
Army, Chicago; Loyola University, Chicago, 1915; 
aged 28; a Fellow of the American Medical Associa- 
tion; on duty at Camp Gordon, Atlanta, Ga.; died at 
that place, September 3, from nephritis. : 


Peter Byrnes, Chicago; Jenner Medical College, 
Chicago, 1906; aged 58; formerly a member of the 
Illinois State Medical Society; at one time a member 
of the staff of St. Elizabeth’s Hospital; died on a 
street car in Chicago, September 11, from cerebral © 
hemorrhage. 


Lieut. Samuet Bropy Lerser, M. C., U. S. Army, 
Chicago; University of Illinois, Chicago, 1917; aged 
26; a Fellow of the American Medical Association; 
who had been on duty at U. S. General Hospital No. 9, 
Lakewood, N. J., and was on leave in Chicago; died 
at the Presbyterian Hospital, September 16, from 
ulcerative colitis. 


Wutiam Francis Waucu, Chicago; Jefferson 
Medical College, 1871; aged 69; assistant surgeon, U. 
S. Navy, from 1873 to 1876; professor of principles” 
and practice of medicine in the Medico-Chirurgical 
College of Philadelphia from 1880 to 1890, and in the 
Illinois College, Chicago, from 1894 to 1904; dean and — 
professor of tropical medicine and therapeutics im 
Bennett Medical College, Chicago, from 1909 to 1913; 
author of several medical books; died in Chicago, 
September 5, from intestinal cancer. 








